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DIABETES IN LONDON AND MASSACHUSETTS 
COMPARED TABLE 1 
Lonpon with a population of 7,625,461 in 1923} AND Dranetic IN MASSACHUSETTS 
reports 725 deaths from diabetes; Massachusetts Death Number Death rate 
with a population of 3,969,536 records 852 
deaths. In London the diabetic death rate per —* 
100,000 was 9.51, in Massachusetts 21.4. In 1880 a oT 
individuals Year Diabetes tion causes causes 
diabetes, by the increase in numbers ha 
been tenfold, and the death rate had risen about 
fourfold. For the same period in England and 1882 110 6.0 36,785 199.4 
Wales the increase in the diabetic death rate 
was nearly threefold. (4.1-11.9, rate for 1922.) , 
For the year 1880 in Massachusetts there was 1 
death from diabetes in 425 deaths, for this last 1887 150 1.3 40,763 198.3 
year, 1924, there was 1 death in 64 deaths. The 1888 146 6.9 42,097 199.0 
doctors in Massachusetts, therefore, have a dia-| 1889 
betic problem on their hands. Their patients are | pen 179 78 45 185 1975 
more than twice as liable to die of diabetes as| —_1g92 202 8.6 48.762 208.4 -« 
citizens of London and the increase in the inci- a =e a pt ms 
among their patients is far 47540 190.2 
189 
1998 271 101 46761 1745 
Yet encouraging features for Massachusetts) 1899 293 10.7 47,710 174.0 
exist today and even from the gloomy statistics} 1900 330 11.8 51,156 182.4 
first cited at least two such features can be 
deduced. The rate of increase of diabetes in this} 1993 409 14.0 49,054 167.4 
community has been steadily decreasing and for} 1904 420 14.1 48,482 163.2 
the last five year period is less than in any five} 1905 427 14.2 50,486 167.4 
year period since 1880. Furthermore the total 
diabetic deaths (772) in 1924 were less than for| 498 451 140 51,788 160.1 
any of the last 9 years, save for 1918 and 1919,| 1909 512 15.5 51,236 154.9 
when war conditions may have interfered with} 1910 575 17.0 54,407 161.0 
the reliability of the data, due to the reduction te pe coe yn ae 
of doctors and perhaps of food. This decreasing} 1913 621 174 53.402 149.3 
rate of increase of diabetes is all the more nota-| 1914 630 17.3 52,978 145.5 
ble because it is going on despite the increasing} 1915 673 18.2 53,131 143.5 
percentage of Jews in our midst and is evidence 
that the Hebrew race is but slightly responsible 1918 680 179 78.842 207.4 
for our high diabetic mortality. If modern fash-} 1919 633 16.5 52,345 136.5 
ions in clothes are continued for a few years I 
chusette, State Department of Public Health this paper could| 1922 948 241 51115 129.9 
not lave been written, and I hereby express my indebtedness.— 1923 852 21.4 52,380 132.0 
tRead at the annual meeting of the Massachusetts Medical 1924 772 19.3 49,466 123.6 
Society, in Boston, June 9, 1926. 7 
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believe that soon this race will not be notable for 

diabetes. Already it is as rare to see a Jewish 
doctor who is above normal weight as it is an 
educated Jewish boy or girl, man or woman, who 
is fat. 


FALLACIES IN DIABETIC STATISTICS 


Actual improvement in the diabetic situation 
may not be disclosed by statistics of recorded 
deaths. In the next few years it is quite possible 
that diabetic deaths may increase despite im- 
provement in treatment. Once diabetic, always 
diabetic is the general rule and the safe rule to 
promulgate, but the diabetic of today lives long 
and in a few years there will be so many diabe- 
ties living that of necessity a large number must 
die. Eventually an equilibrium will be struck 
and the trend of diabetes will then appear as a 
secondary cause of death, just as in the post- 
poned deaths of arrested tuberculosis. My dia- 
betic children, treated with insulin since August 
7, 1922, illustrate this. There have been 130 of 
these under 15 years of age and 120 were alive 
in May 1925. Already they have lived as long 
as 152 of my fatal diabetic children treated with- 
out insulin, yet should these living boys and 
girls die later of some intercurrent disease they 
would swell the diabetic mortality for that fu- 
ture year and the significance of their prolonged 
lives be lost. In chronic as well as in acute dis- 
ease we all want to report cures and ultimately 
may hope to do so, but for the present we are 
restricted to the element of the duration of the 
disease and as a measure of effectiveness of treat- 
ment this is even more important than the death 
rate. 

Another fallacy in diabetic statistics is shown 
‘very well by comparing the mortality of diabetes 
in different states of the United States. Thus 
for the year 1922 New Hampshire is credited by 
Emerson and Larimore'’, with the diabetic death 
rate 31.1 per 100,000 population, whereas if ad- 
justments are made for the differences in age and 
sex composition of this state and the death rate 
recalculated on the basis that all the states have 
the same population of males and females, and 
the same proportion of population in each age 
group, the death rate from diabetes would drop 
to 22.9 per 100,000. This is of great signifi- 
cance, because diabetes is so much more frequent 
in advanced age that if a community chanced to 
have many old people its death rate would seem 
disproportionately high. This will not account 
for the differences in diabetic mortality be- 
tween Australia, England, the United States and 
Massachusetts. In Australia the death rate for 


1922 was 12.3 per 100,000, which is quite the| 


same as a matter of fact as that of England and 
Wales, which was 11.9 per 100,000, and two- 
thirds as large as for the United States, which 
was 18.4, and but half that of Massachusetts, 
which was 24.1. 

Bearing in mind these statistical pitfalls, one 
should be slow in attempting to draw a relation 


between the diabetic death rate and certain pos- 
sible etiological factors such as the consump- 
tion of sugar per pounds per capita: In Aus- 
tralia it was 112 pounds per capita, in England 
70 pounds, and in the United States 103.2 
pounds per capita for 1922. nay 


‘CHART 1 


THE TOTAL MORTALITY AND THE Diasetic DEATH Rate 
IN MASSACHUSETTS 


ICauses 
1900 | 
§ | 
sc 
oS 
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The statistics for Australia, England and the 
United States were based on the estimated mean 
population for period 1901-1910 and reported 
deaths 1901-1910. The statistics for Massachu- 
setts were based on the estimated population 


TABLE 2 


ComPLeTe EXPecTaTION or Lire IN AUSTRALIA, 
ENGLAND, THE UNITED STATES AND 


MASSACHUSETTS 
1901-1911 

United Massa- 

Agegroups Australia England States: chusetts 
MF M F M F MF 

At birth 55.2 58.8 48.5 52.4 49.3 52.5 49.3 53.1 
At30 years 36.5 39.3 34.8 37.4 34.8 36.8 34.6 36.8 
At45 years 24.8 27.6 23.3 25.5 24.1 25.5 23.3 26.3 
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July 1, 1910, and on reported deaths 1909-1911. 

There are still other errors in diabetic sta- 
tisties. A diabetic who dies of tuberculosis, diph- 
theria, typhoid fever or strangulated hernia, 
may escape detection. The prominence of the 
disease tuberculosis may lead to the omission of 
a record of diabetes in the death certificate or, 
even if inserted, it may be disregarded in statis- 
tical summaries. 


PREVENTION OF DIABETES 


The prevention of diabetes is the only way 
left open to us at present to lower the death 
rate if we hold to the conception once diabetic, 
always diabetic. It would appear that the 
physicians or the people of London had learned 
the art, because their mortality is half that of 
Massachusetts. It is worth while therefore to 
compare the incidence in Massachusetts and in 
London rather more closely. See Table 3, 
Table 4 and Table 5. It will be recalled that 
the population taken for London in 1923 is 
7,625,461 and for Massachusetts is 3,969,536 
or a little over half as great, while in London 
the diabetic deaths number 725 and with us 852. 


TABLE 3 


ToTAL AND DIABETIC MORTALITY IN MASSACHUSETTS IN 
1923—-ARRANGED IN SUCCESSIVE AGE GROUPS 


Deaths from all causes in Massachusetts 52,380 
Death rate per 1,000 population 13.2 
Deaths from diabetes mellitus 852 
Death rate per 1,000 population 0.214 
Rate 

Rate per 

Deaths per 1,000 

from 1,000 Deaths popu- 

Popula- all popula- from la- 

Age tion* causes tion diabetes tion 
Under 5 406,257 9,653 23.8 5 .012 
5- 9 383,262 1,000 2.6 7 .018 
10-14 351,052 607 1.7 ‘ll .031 
15-19 304,147 813 2.7 13 .043 
20-29 682,685 2,541 3.7 21 .031 
30-39 628,629 $3,287 32 .051 
40-49 531,343 4,506 8.5 59 111 
50-59 385,714 6,578 17.1 187 .485 
60-69 222,839 8,939 40.1 297 1.333 
70-79 99,135 8,777 88.6 170 1.714 
80-89 26,970 4,854 180.0 48 1.780 
90-99 2,404 787 327.4 2 832 


*Estimated as of July 1, 1923. 


From Table 5 it appears that under the age 
of 20 years and above the age of 50 years Massa- 
chusetts has more diabetic deaths than London. 
Between 20 years of age and 50 years London 
has more diabetic deaths than Massachusetts. In 
both localities there is a steady increase in total 
deaths from diabetes as age advances. 

The percentage distribution according to age 
“roups also corresponds to the distribution based 
on cases. Under 15 years of age in Massachu- 
setts the diabetic deaths formed 2.7 per cent of 
all the diabetic deaths; in London 2.1 per cent. 


TABLE 4 (SECTION A) 


AND DIABETIC MORTALITY IN LONDON 1Nn 1923 


TOTAL 
ARRANGED IN SUCCESSIVE AGE GROUPS 


Population of Greater London 7,625,461 

Deaths from Deaths from 

Age all causes diabetes 
Male Female Male Female 

0- 1 4,891 3,613 0 0 

1- 2 1,028 890 2 0 

2- 5 947 881 0 1 

5-15 1,210 1,130 9 3 

15-25 1,771 1,870 7 14 

25-45 5,085 4,686 44 51 

45-65 12,139 9,508 131 171 

65-75 7,628 7,686 95 96 

75+ 6,318 9,995 36 65 

41,017 40,259 324 401 

Deaths all causes 


Death rate all causes per 1,000 population 
Deaths from diabetes 725 
Death rate from diabetes per 1,000 population 9.51 


Number of deaths from diabetes in Greater London 
redistributed to make the age groups in above Table 
comparable with those of Massachusetts as shown in 
Table 3. For the data originally used in the compi- 
lation of this table I am under obligation to Professor 
George Graham of London. 


TABLE 4 (SECTION B) 
NUMBER OF DEATHS FROM DIABETES IN GREATER LONDON 


REDISTRIBUTED - 
1923 
Age groups Male . Female 
Under 5 2 1 
5- 9 4 1 
10-14 5 
15-19 4 7 
20-29 11 15 
30-39 26 26 
40-49 43 54 
50-59 65 89 
60-69 80 92 
70+ 85 113 
325 400 
TABLE 5 
DtaBETIC MORTALITY IN MASSACHUSETTS AND LONDON 
ARRANGED IN Successive Ace Groups For 1923 
Age Greater 
Groups Massachusetts London 
Per Rate Per 
cent for cent 
for 1,000 for 
age popula- age 
Deaths grqup tion Deaths group 
Under5 65 012 3 
5- 9 7 .018 5 
10-14 11 7 
15-19 13 .043 11 
20-29 21 2.5 .031 26 3.5 
30-39 32 3.8 051 © 52 7.2 
40-49 59. 6.9 111 97 13.4 
50-59 187 21.9 485 154 21.2 
60-69 297 34.9 1.333 172 23.7 
70+ 220 25.8 1.711 198 27.3 
852 725 
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percentages are likewise not dissimilar, Massa- 
chusetts 2.5 per cent, London 3.5 per cent. Be- 
tween 30 and 39 years in Massachusetts the per 
cent is 3.8 in Massachusetts but nearly twice as 
great, 7.2 per cent in London. Again between 40 
and 49 years of age the London figures are far 
greater, thus Massachusetts 6.9 per cent, London 
13.4 per cent. In the sixth decade there is an 
abrupt reversal of the relative proportions, and 
this is accentuated by the figures of the seventh 
decade. Between 50 and 59 years in Massachu- 
setts the per cent is 21.9, in London 21.2; be- 
tween 60 and 69 years in Massachusetts the per 
cent is 34.9, in London 23.7. From 70 years on- 
ward the percentages for the two localities were 
about as close as for the years under 20. The 
per cent for Massachusetts was 25.8 and for Lon- 
don 27.3. 

Under 20 years of age the differences in the 
relative proportion of deaths in Massachusetts 
and London may be disregarded because the total 
deaths are too few for accuracy. Between 20 and 
29 years the percentages are nearly alike. The 
most important difference comes between the 
years 30 and 49 when the percentage of deaths 
_in London is twice that of Massachusetts for 
similar years of life. In the sixth decade and 
eighth decade on they are alike though for the 
seventh decade the Massachusetts figures are 
half again as large as those of London. 

I cannot understand why London has nearly 
twice as many diabetic deaths in middle life as 
Massachusetts and yet the total London diabetic 
death rate is only half as great. Sixty per cent 
of the deaths from diabetes in Massachusetts are 
over 60 years of age compared with 50 per cent 
for London. Diabetes is far more of a disease 
of old age in Massachusetts than in London. In 
this discussion however we are considering the 
age at death and we must not forget that the 
age at onset is a decade earlier, the fifth for Lon- 
don, the sixth for Massachusetts providing the 
duration of the disease is the same. Bearing in 
mind the number of individuals living in Massa- 
setts under 5 years and between 70 and 79 years, 
diabetes is 163 times as frequent in the latter 
period. 

The small number of deaths from diabetes 
under 5 years of age seems extraordinary both 
for London and Massachusetts. In London the 
number for 1923 was 3 and for Massachusetts 
was 5. At present I have four Massachusetts 
diabetic children under my care who are under 
5 years of age. 


Preventive efforts to lower our Massachusetts 
diabetic death rate, therefore, should be con- 
centrated upon the older fifth of our population, 
i.e. upon those who have lived above 50 years of 
age. Here it is that we should vie with London 
and reduce our mortality to its level. So far 
as I know the only means at our disposal are 
to urge our patients to eat less food and to take 


avoid obesity. 
SEASONAL VARIATION IN MORTALITY 


The monthly distribution of deaths from 
diabetes in Massachusetts during 1923 was uni- 
formly high during January, February, March 
and April. It varied within comparatively 
narrow limits for the remainder of the year. 
ser —— it was lowest in November. See 

able 6. 


TABLE 6 


MONTHLY DISTRIBUTION OF DEATHS FROM DIABETES 
IN MASSACHUSETTS IN 1923 


January 96 August 65 
February 100 September 54 
March 99 October 61 
April 91 November 44 
May 59 December 64 
June 65 — 
July 54 Total 852 


URBAN AND RURAL MORTALITY 


Towns in Massachusetts with a population of 
less than 5000 contain 10 per cent of the inhab- 
itants of the state. They contributed 96 diabetic 
deaths or 11 per cent of the total for 1923. This 
is but a trifle in excess of their proportion of the 
state’s diabetic deaths. Since diabetes is not a 
disease distinctively of the country or the city 
one will watch with interest any change in mor- 
tality which may occur as a result of the use of 
insulin in these two sections of the state. 

The first reports of the Metropolitan Life In- 
surance Company indicated that insulin was 


more generally used in the cities. Let us hope 


that it will be used more everywhere and par- 
ticularly in the country, because of the gift of 
Mr. John D. Rockefeller, Junior, of a bottle of 
Doctor’s Emergency Insulin for the doctor’s bag. 


DOCTOR’S EMERGENCY INSULIN 


This distribution of insulin by the Massa- 
chusetts State Department of Health is a mat- 
ter of considerable significance for two reasons. 
First, it emphasizes the entry of the state upon 
a campaign to eradicate a non-infectious chron- 
ic disease. Second, unlike most health cam- 
paigns which are for the young, this health cam- 
paign, as is likely to be the case with future 
health campaigns, deals increasingly with the 
old. Witness likewise the efforts to combat 
cancer’, °, 


CAUSES OF DEATH 


Of the 852 diabetic deaths in Massachusettts, 
there were 233 recorded simply as diabetes. 
This is unfortunate. Few diabetics die of un- 
complicated diabetes, particularly if diabetic 
coma is excluded from the category. Presuma- 
bly coma figured largely in these 233 ‘‘dia- 
betic deaths.’’ The chief cause to appear next 
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is coma and with it may be classed acidosis mak- 
ing together a total of 116 deaths. 


TABLE 7 


Causes OF DEATH FROM DIABETES IN MASSACHUSETTS 
tn 1923 aS OBTAINED FROM DEATH CERTIFICATES 


Diabetes 233 
Diabetic Coma 116 
— 349 
Cardio-renal 247 
Gangrene 105 
Pulmonary 84 
Carbuncle 17 
Miscellaneous 50 
852 


Coma, therefore, is the chief cause of death in 
diabetes which we have to combat in Massachu- 
setts. It occurs so frequently and yet can be 
so successfully treated that the number of coma 
deaths should be greatly reduced. Until insulin 
was discovered, it was almost unheard of for a 
ease of coma to recover, but now it is exception- 
al in a hospital for a patient with coma to die. 
Thus, at the New England Deaconess Hospital 
during 27 successive months there. were admit- 
ted 33 cases of diabetic coma with but 2 deaths. 
The success attained there is largely attributed 
to the promptness with which physicians sent in 
their cases for treatment. 

The methods of treatment employed in coma 
were recently published and sent with the pack- 
age bottle of Doctor’s Emergency Insulin to 
physicians in Massachusetts outside of Boston. 
The original article appeared in the Boston 
MEDICAL AND SURGICAL JOURNAL in connection 
with that of Dr. Kelly’s just cited. A more com- 
prehensive study has also been made, based up- 
on these 33 cases in association with Howard F. 
Root, and Priscilla White*. It is unnecessary, 
therefore, to repeat what has been discussed so 
much in detail elsewhere. I will, however, record 
the scheme of treatment now being carried out 
at the New England Deaconess Hospital, be- 
cause this contains certain features not described 
in the former article published in the Boston 
MEDICAL AND SURGICAL JOURNAL. 


TREATMENT OF DIABETIC COMA 


Duties of Nurse. A. Preparations for Reception of 
Patient: (1) A warm bed with blankets in place of 
sheets and at least 4 hot-water bags. (2) The neces- 
sary equipment in readiness at the bedside for cathe- 
terization, for a soapsuds enema, for gastric lavage, 
for subpectoral infusion of normal saline, for admin- 
istration of caffein and insulin. 

B.*Care of Patient: (1) Secure specimen of urine, 
by catheter if necessary. A specimen of urine is to 
be tested for sugar and di-acetic acid every hour 
until recovery. If a self-retaining catheter is to be 
left in the bladder, urotropin (10 grains) should be 
Siven every four hours for three doses. (2) Hourly 


records of the pulse and two-hourly records of the | Th 
respiration rate and temperature are to be kept. 
(3) Enema. 
Duties of Physician. A, Examination of Patient. 
B. Constant attendance until the crisis is passed. 


C. If diagnosis of coma is confirmed, write neces- 
‘sary orders for treatment with especial reference to 
(1) gastric lavage, (2) the method and rate of ad- 
ministration of liquids by mouth, rectum, or subcu- 
taneously, (3) the diet, (4) caffein, and (5) insulin. 

The purpose of gastric lavage is to prevent or re 
lieve gastric dilatation. 

Liquids by mouth must be given hot and at a rate 

not to exceed 100 c.c. an hour. Liquids by rectum, 
salt solution, black coffee, or tap-water, may be given 
every two hours for two doses and thereafter every 
four hours. If the patient is dry, unhesitatingly give 
salt solution subpectorally, except in the presence of 
pulmonary rales, when it may be given under the 
skin of the thighs. If the intravenous route is pre- 
ferred, give very slowly 250 to 500 c.c. and no more 
until at. least an hour has elapsed. One c.c. of adren- 
alin from a sterile ampoule may be added to the 
salt solution when the systolic blood pressure is be- 
low 90. 
- The diet should not contain more than carbohy- 
drate 50 grams, protein 25 grams, and fat 25 grams 
in the first twenty-four hours unless warranted by 
unusual improvement of the patient. This diabetic 
prescription is represented by oatmeal 30 grams dry 
weight, equivalent to 500 grams as thin gruel, orange 
juice 250 grams (the juice of two small oranges), the 
whites of 5 eggs, and medium cream 120 c.c. Broths, 
coffee, tea, cocoa shells may be utilized as vehicles 
for the above. 

Caffein sodium benzoate is injected subcutaneously, 
5 grains every hour for four doses, and thereafter 
as indicated. 

The gravity of the coma is evidenced by the de- 
gree of stupor, the exhaustion of the patient as 
shown by a rectal temperature of 95° F. or below, 
by circulatory collapse with blood-pressure below 89 
systolic, dry mucous membranes and skin, soft eye- 
balls, and by hemorrhagic vomitus or gastric con- 
tents. Air hunger, if slight but definite at first, 
increases to a maximum, and toward the end gives 
way to shallow respiration. 

The size of the first dose of insulin in coma depends 
upon the doctor’s estimation of the probable number 
of hours the patient can live without insulin. If the 
patient’s expectation of life is twenty-four hours, one 
would inject .20 units and repeat every hour until 
clinical improvement and sugar in the urine or blood 
is approaching normal; if the patient’s expectation 
is twelve hours, one would inject 40 units and repeat 
the dose in the same manner, changing the quantity 
to 20 units as the state of the patient warrants; but 
if the expectation is only six hours, one would inject 
40 units every thirty minutes until improvement is 
manifest. Finally, in a case like our Case No. 3021, 
who died three and a half hours after entrance, we 
should now give 40 units of insulin every fifteen 
minutes. We never intend to have a patient at the 
New England Deaconess Hospital come up to within 
two hours of death from coma without having re- 
oe at least 150 units of insulin in the preceding 

our. 


Cardio-renal complications stand next to coma 
in importance. Doubtless they will soon exceed 
the number of deaths due to coma. This is be- 
cause such complications are the common ones 
for the age period at which the diabetics live. 
Fortunately the accurate, dietetic treatment of 
the diabetes works admirably with patients who 
have high blood pressure and lesions of the’ 
kidney. 
Diabetic gangrene requjres prompt treatment. 
is is a combined medical and surgical prob- 
lem. The deaths which occur usually result from 


carelessness and procrastination. It is not neces- 
sary again to describe the treatment of gangrene, 
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because articles upon this have appeared so fre- 


quently. Prevention here is one of the chief fac- 
tors; promptness in the use of the most modern 
surgical measures is of prime importance. Our 
results have improved markedly since the ultra 
violet ray and exercises with the Buerger board 
have been added to the technique. 

Tuberculosis still claims a certain per cent of 
the deaths, probably about 6 per cent, but no 
more than the standard rate for tuberculosis in 
the community at large. The onset of tubercu- 
losis is usually unsuspected, so slight are the 
symptoms and insignificant the signs. One must 
make it a rule to look for it in any frail diabetic. 
Unfortunately, in our statistics the number of 
deaths from tuberculosis is not given and as 
_ above recorded it is possible that certain cases of 


diabetes are statistically lost because included: 


under tuberculosis. Eighty-four of the cases 


succumbed to 
disease. 

Deaths from carbuncles are pathetic. I sus- 
pect that most fatalities could be avoided with 
early energetic treatment carried out in a hos- 
pital by surgeons who will work in close conjunc- 
tion with physicians. The mortality is distress- 
ing in cases treated at the office and in neglected 
eases. Crucial incisions must reach to the sound 
tissue, the flaps should be turned up and the 
necrotic tissue scarified repeatedly so that after 
a few days of packing with poultices of normal 
saline solution sloughing can easily ensue. Ultra 
violet rays help in the convalescence. 


non-tuberculous pulmonary 


REFERENCES 


1 Emerson and Larimore: Arch. Int. Med., 1924, 34, 65. 

2 Kelley: Boston Med. and Surg. Jour., 1925, 192, 20. 

$ Joslin: Boston Med. and Surg. Jour., 1925, 192, 20. 

4 Joslin, Root and White: Med. Clin. of No. Amer., 1925, 8, 
1873. 


ORIGINAL ARTICLES 


GLUCOSE INFUSIONS AND INSULIN IN THE PREPARATION: OF 
POOR SURGICAL RISKS* 


BY DAVID FISHER, M.D., AND 


Recent developments of the use of glucose in- 
fusions and insulin in pre-operative acidosis, in 
shock and in starvation have given the internist 
and surgeon an effective method whereby a poor 
or hopeless risk can in a comparatively short 
time be transformed into a good or fair risk. 
There are sufficient number of cases on record 
of the specific action of glucose infusions and 
insulin in non-diabetic acidosis: to give this a 
distinet clinical basis, and the same method has 
in 18 cases of shock? in our hands proved ef- 
fective. The same results in shock have been 
obtained in a few cases by Crile*, Ochsner’, and 
others. 

The two classes to be considered in the pre- 
operative preparation of poor risks are (1) 
emergency cases and (2) general routine cases. 

The mortality rate in emergency surgery is 
necessarily comparatively high, due not so much 
to the pathology present as it is to the com- 
plication cauesd by this pathologie condition. In 
this type of case, surgical intervention is in the 
great majority of cases necessary, irrespective 
of any contra-indication present, hence any 
method whereby these grave complications can 
be removed or diminished in severity before or 
during the operation will proportionately re- 
duce this mortality rate. 

The conditions generally encountered are (1) 
acidosis, (2) shock, (3) incessant vomiting with 
or without acidosis. Pre-operative acidosis when 
present is a dangerous complication, especially 
so since the ketosis is aggravated by the anes- 


*From the surgical service of the National Military Hospital, 
Milwaukee, Wis. 


EDMUND H. MENSING, M.D. 


thesia. This ketosis, if allowed to persist, lowers 
the alkaline reserve, causes vomiting, the vom- 
iting in turn increases the acidosis, and a vicious 
eyele is soon established. The following case 
report shows how a severe pre-operative acidosis 
requiring immediate surgery was quickly trans- 
formed into a good risk by the use of glucose 
infusions and insulin. 


1. Mr. D. was admitted complaining 
of severe abdominal pain. Three months ago 
his gall bladder was drained at another hos- . 
pital for gall stones. One day before admission 
he was seized with sudden severe pain beginning 
and remaining in the epigastrium. Vomiting 
was an early symptom and has persisted since 
the onset. The pain gradually became more 
severe up to the time of admission. Physical ex- 
amination showed generalized jaundice. The 
upper right rectus sear of the previous opera- 
tion was well healed. The abdomen was full 
tense, with rigidity and tenderness in all quad- 
rants. The temperature was 97.6, pulse 168, and 
respirations 28. The pulse was of very poor 
quality, and thready in character. The urine 
was highly colored, acid, specific gravity 1.032, 
acetone and diacetic acid four plus. Bile was 
present.. Before operation, the patient was 
given 1,000 c.c. of a ten percent glucose solution 
intravenously and 50 units of U20 insulin sub- 
eutaneously over a period of two hours. Two 
hours following the administration, the pulse 
volume was good, rate 118, temperature 99, res- 
pirations 22. Operation disclosed a perforated 
gall bladder with the abdomen full of pus. At 
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the termination of the operation the pulse was 
full, bounding, rate 120, respirations 24, and 
-emperature 100.. Urine examination at this 
‘ime showed acetone two plus and diacetic acid 
one plus. Both the acetone and diacetic acid 
were absent in a specimen examined three hours 
later. The glucose infusion and insulin quickly 
relieved the acidosis, both internal and external, 
increased the circulating fluid volume in the 
blood stream and allowed the patient to undergo 
the operation without ill effects. Convalescence 
from here on was uneventful. 


The second grave complication encountered is 
shock. In shock we have an initiating factor and 
a sustaining factor. The cause of the former 
is a disputed question, the latter Cannon’ has 
shown to be due to a low blood pressure, caused 
by an actual decrease in the circulating fluid 
volume. The problem in shock is principally the 
problem of internal respiration, the internal as- 
phyxia and acidosis. The low blood pressure is 
but a single symptom in the clinical picture and 
stressing this point is not attacking the condi- 
tion at its source. We simply attempt to main- 
tain blood pressure in order to promote internal 
respiration and to remove the internal acidosis. 
_ O’neill, Manwaring and Bing Moy® have shown 
that in anaphylactic shock there is a disappear- 
ance of glycogen from the liver; Richter’ has 
shown that glucose and insulin cause the deposi- 
tion of glycogen in the liver; Brahme® has re- 
cently demonstrated that insulin increases tis- 
sue respiration. The increases amounted to 42 
and 28 percent of COs production, and 44 and 
27 percent of oxygen intake. Glucose infusions 
in such cases first increase the circulating fluid 
volume, thereby helping to maintain the blood 
pressure ; the introduced insulin causes the rapid 
oxidation of the glucose, furnishing immediate 
heat energy to the tissue cells, promoting inter- 
nal oxidations, and increasing tissue respira- 
tions; glycogen is stored in the liver; the me- 
tabolic rate, which in shock shows an average 
decrease of 33 per cent, is increased, and the 
patient in a very short time is transferred from 
the hopeless to the hopeful class. The following 
case report is a typical example of the pre-op- 
erative preparation of a patient in shock. 


Case 2. Mr. J. M. was admitted for acute ab- 
dominal pain and vomiting. Five hours before 
he was seized with severe epigastric pain and 
vomiting. The pain persisted in the epigas- 
trium and increased in intensity. Before this 
attack he had been suffering with ‘‘stomach 
trouble,’’ usually after meals. Examination 
showed an anemic individual in intense pain. 
The abdomen was level, rigid all over, with gen- 
eralized tenderness. The pulse was small, 
‘hready, rate 166, temperature 96.4, and respira- 
‘ions 36. The blood pressure was 90 systolic and 
40 diastolic. He was at once given 1000 c.c. of 
4 ten pereent solution of glucose and 50 units of 
‘nsulin, and immediately operated for perforated 


pyloric ulcer. Two hours after the operation 
his pulse rate was 122, full volume and bound- 
ing in character; respirations 24 and tempera- 
ture 99.8. The blood pressure now was 106 sys- 
tolic and 65 diastolic. His condition continued 
to improve. The next morning he was given an 
additional 500 c.c. of glucose and 25 units of 
U20 insulin, and the convalescence was un- 
eventful. 


The third complication to be dealt with in 

emergency surgery is that of incessant vomiting 
with or without acidosis. Persistent vomiting 
may be a reflex or due to a beginning or present 
acidosis. In either case, glucose infusions and 
insulin have had a specific effect. This is true of 
the toxemic vomiting of pregnancy, obstructions 
of the pylorus, acute peritonitis, eclampsia and 
other similar corditions. Following glucose in- 
sulin therapy, the vomiting soon ceases, and the 
general condition of the patient shows a marked 
improvement. 
In the preparation of the general routine 
cases, there is sufficient time to carry out all of 
the usual laboratory tests, but in addition to 
these, especially in gastric or gastro-intestinal 
cases, where the food intake has been restricted 
because of the pathology present, and in cases 
of marked inanition, due to malignancy or other 
reasons, glucose infusions and insulin, as many 
times as necessary before the operation, have a 
remarkably invigorating effect, and greatly in- 
crease the operative percentage of safety. Such 
patients can by this method be fed through 
their veins for days at a time, thereby maintain- 
ing a favorable condition until nourishment can 
be taken in the regular manner. We also em- 
ploy this therapy in those cases whose general 
condition is good but who are to undergo a 
serious operation, and in whom some difficulty 
is anticipated. 


METHOD 


A sterile solution of C. P. glucose is used of 
ten to fifteen percent strength; 500 to 1000 c.c. 
may be given, depending upon the severity of 
the case to be treated. Any intravenous appa- 
ratus can be employed. <A good one is that 
described by Thalhimer®. The usual precautions 
for any intravenous therapy are taken. The so- 
lution is allowed to flow into the veins at a very 
slow rate so that the entire time of administra-_ 
tion is at least 90 minutes; the longer the better. 
This is very important, for dilatation of the 
heart is a real danger when rapid administra- 
tion takes place. The amount of insulin to be 
given depends upon the amount of glucose 
given. For every two grams of glucose inject- 
ed we give one unit of U20 insulin. The total 
amount of insulin to be given having been esti- 
mated, one-half of this amount is then injected 
subcutaneously when one-third of the total 
glucose solution has entered the veins, and the 
remainder of the insulin is given after the ad- 
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ministration of the glucose has been completed. 
It is well for the nurse to have at hand a hypo- 
dermic syringe containing one c.c. of adrenalin 
as a precaution should an insulin reaction de- 
velop. Every specimen of urine passed should 
be examined separately, and the early ones 
should show the presence of glucose, thereby 
acting as a safety indicator on the amount of 
insulin given. This means that there is more 
glucose present in the blood stream than can be 
taken care of by the introduced insulin. This 
glucose can be made to disappear from the 
urine by the addition of a small amount of 
insulin. Where possible, frequent blood 
sugar determinations should be made to deter- 
mine any further amount of insulin to be 
given. By this method, in a large number of 
glucose infusions and insulin, we have not had 
a single untoward reaction either from the 
insulin or the glucose. 

- Where the time element is an important fac- 
tor, this treatment can be given during the 
course of the operation with just as favorable 
results. The method is very simple, no compli- 
cated or expensive apparatus is necessary, it can 
be carried out by the family physician while 
awaiting the consultant and the preparation of 
the operating room. 

We do not desire to leave the impression that 
insulin and glucose are a panacea for all pre- 
operative evils. It will not supplant blood trans- 
fusion in shock due to great loss of blood, but 
where no blood is available it is an exceedingly 
valuable substitute; however, in the types of 


cases discussed 


above, it has’ proven very effec- 
ve. 


CONCLUSIONS. 

1. Glucose infusions and insulin administered 
before operation in acute surgical conditions 
complicated by acidosis, shock, or incessant vom- 
iting, greatly diminish the operative risk and 
mortality, and transform a poor surgical risk 
into a fair or good risk. 

2. In general routine cases, particularly in 
gastric and gastro-intestinal conditions with or 
without inanition, glucose infusions and insulin 
have a remarkably invigorating effect, and 
greatly increase the operative percentage of 
safety. 

3. Glucose and insulin are indicated in those 
eases that are in good pre-operative. condition, 
but who are to undergo a serious operation, in 
which some difficulty is anticipated. | 
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CONTRIBUTIONS TO THE SURGERY OF ABDOMINAL HERNIA 


BY WELLER VAN HOOK, M.D. 


THE surgical attack upon the problem of 
hernias of the abdominal wall has thus far been 
local, limited and inadequate except for the sim- 

pler forms, and even in our operations for these 
there is a greater percentage of failures than 
we can conscientiously ascribe to individual op- 
erative error. I mean to insist that such beau- 
tiful and useful methods as those of Bassini, 
Kocher, Gerard and others for inguinal hernia 
are satisfactory only where there are minimal 
defects and distortions of the canal, and that 
the larger possibilities of hernial plastics have 
not yet been systematically considered. 

For example, our favorite Bassini operation 
narrows the inguinal canal by sutures applied 
to approximate the lateral walls wholly from 
within. It is, therefore, logically applicable 
only to those cases where, with full adequacy of 
structures, there is a mere diastasis, not where 
the internal muscles are defective congenitally 
or as a result of trauma or pressure. A proper 


study of this problem necessitates our consider: — 
ing very briefly the bearing of anatomy, physi- 
ology and embryology. There is but one muscu- 
lar mass concerned in the structure of the an- | 
terior abdominal wall. This group of muscles 
has its origins from the sternum, the ribs and 
the spine; and its attachments are at the pubes 
except for the very inadequate lateral associa- 
tion of these muscles and their aponeurotic ex- 
pansions with Poupart’s ligament. 

As for the embryology, Bardeen has shown 
that the thoraco-abdominal musculature devel- 
opes from above, from the ventrally directed ex- 
tension of the thoracal myotomes, into the body 
wall. A glance at Bardeen’s beautiful draw- 
ings, moreover, suffices to show how intimately 
the development of the thigh musculature is as- 
sociated with the embryonal growth of the thor- 
aco-abdominal musculature. So, since these mus- 
ele groups have nerve-supplies and functions 
that are of a common origin and distribution, © 
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they functionate harmoniously together even 
when their relations among themselves are some- 
what changed by transplantation. Clinical ad- 
vantage should be taken of these considerations. 
or the general laws of biology, as surgery sees 
them, must be observed in practice. For exam- 
ple, surgical operations must leave all tissues in 
their proper mechanical relations to one another. 
There must be no spaces left filled with air only, 
so-called dead spaces, and the tissues must be so 
approximated to one another that, even when 
healing has occurred, their functions may be 
resumed without further delay. For hernial 
plasties this means that muscles and other strue- 
tures shall not be hampered by undue scar-for- 
mation; that their functions shall not be other- 
wise mechanically interfered with; that they 
shall pull in straight lines and that their nerve-, 
blood- and lymph-supply shall be satisfactory. 
The biological unities must be preserved. The 
advantage of a knowledge of these principles 
lies in the fact that the surgeon familiar with 
them does not need to follow rigid rules for op- 
erations, using ‘‘standardized’’ procedures; he 
can and should plan each hernia operation to 
suit the requirements of the individual case be- 
fore him. 

We have said that, except where the deviation 
from the normal is but slight, more extended op- 
erative resources are needed. We must struggle 
to bring into the field, if necessary, tissues taken 
from a distance, if we can do so without doing 
new damage. We must recognize that hernias 
that are growing in size not only give trouble 
by. producing ever larger openings from the 
cavum abdominis into loose subcutaneous connec- 
tive-tissue, but that there is a constant tendency 


for the intra-abdominal tissues, including the]. 


fascia pelvina to descend by glissade, and for the 
growing hernia to produce atrophy of the struc- 
tures about the ring. 

The writer has used and recommends for ap- 
plication by expert surgeons at first, not by 
amateurs, the following procedures: 

(1) Where the patient has a ‘‘pot-belly”’’ or, 
whether fat or lean, has greatly relaxed abdomi- 
nal walls, the writer’s laparoplasty.* He has pa- 
tients operated upon by this method four years 
ago who still have good abdominal walls. On 
each side of the abdomen, low down, a Map is 
raised, pedicle above, involving the outer mus- 
culature with the attendant aponeurotic tissues. 
The raised masses are not unlike the lower cor- 
ners of the flaps of a man’s unbuttoned vest. 
These flaps are to be sutured back again, but 
with maximal overlapping. This can be accom- 
plished the easier because the raised parts are 
greatly enlarged as to length and breadth and 
because the distance between the sterno-costal 
border and the pubes can be lessened during 
wound healing by flexing the spine. The effect 
of this laparoplasty is striking. The lower ab- 


*Surg., Gyn. and Obst.. June, 1921. 


domen is ‘‘tucked in’’ and the inguinal regions 
are protected. These effects should be produced 
pronouncedly but not excessively. This laparo- 
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Transversalis fascia 
Poupart's lig 


FIG. 1. Author's laparoplasty. On each side of the median 
line a flap is raised by making incisions pa-allel with Poupart’s 
ligament and in the median line, e tlan consists of pa 
of the aponeurosis of the external oblique muscle 2nd its con- 
tinuation, the anterior plate of the rectus sh 


Stumps of recti 


plasty will be found a most useful adjuvant in 
the management of abdomens subject to hernias 
in this region. 

(2) The writer has used and also recom- 


FIG. 2. The pedicled flaps, with bases upward, are sutured 
back in place with extensive overlapping, favored by keeping 
the thighs well flexed on the abdomen during healing. 


meuds the transplantation of the lower part of 
the rectus muscle or muscles to a new attach- 
ment or to new attachments, namely to (a) Pou- 
part’s ligament or (b) to the ramus or rami of 
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the pubic bone or bones. <A part of the rectus 
muscle, together with a great section of the an- 
terior layer of its sheath, is lifted, except for 
its pedicle above, and shifted over to be atiached 
to Poupart or to the pubic ramus. With the use 
of the spinal flexion already emphasized the 
transplantation leaves no tightness to interfere 
with healing and the defect made can be closed 
with lateral sutures or covered by free fascia 
lata grafts. The support given to the weak part 
of the abdomen is great; especially do we thus 
find a useful supporting buttress. The pubic 
bone can be drilled to provide supports for su- 
tures, but, thus far, I have not been obliged to 
do more than stitch to the powerful connective 
tissue masses usually found attached to the bone. 
Poupart’s ligament should be used only in the 
less serious cases because it is not strong enough 
to meet very heavy demands. 

(3) The external oblique muscle and its 
aponeurosis together with the internal oblique 
may be taken up as a flap by incisions at their 
attachment to the rectus sheath and just within 
the inner wall of the inguinal canal. This flap, 
somewhat different from that used in my laparo- 
plasty, may be carried down to overlap and im- 
mediately to fortify the canal, especially at its 
lower extremity, which is often weak. This flap 
when carried down is also rotated a little. 


; Stump of ant. leaf 
of right rectus 


FIG, 3. A flap of the aponeurosis of the external oblique 
and its continuation as the anterior plate of the rectus sheath 
‘$s sutured to Poupart’s ligament. 


(4) The writer has used, and recommends in 
suitable cases, the application of powerful su- 
turers of chromicized catgut or of connective- 
ussue taken from the patient’s own body to 


grasp or even to surround weak parts of the ab- 
dominal wall. The typical example of this 
method is that of surrounding the inguinal canal 
with deeply placed sutures. 

By running the gloved finger along Poupart’s 
ligament when the inguinal canal is opened that 
band may be readily outlined and sutures may 
be carried around it, and on the inner side 
may be passed around a great part of the costo- 
sterno-pubie musculature. Such sutures give a 
far greater security than small sutures placed 
from within the canal. 

The problem of the management of the sper- 
matic cord has troubled surgeons for centuries; 
castration was a mediaeval practice. One may 
depress the cord, letting it pass over the pubic 
bone at the outlet of the canal; or one may lift 


KX 


’ FIG. 4. The flap sutured over the cord. The defect in the 
median line can be closed directly or by a slight plastic. 
extreme cases a free graft from the fascia lata is used. 


it and suture Poupart to the internal pillar, as 


‘Bassini taught. Woelffler was not generally fol-. 


lowed in his heroie freeing of the testis and cord 
and his carrying them around the rectus muscle 
to be dropped into the scrotum through an in- 
cision in the rectus sheath. Probably experience 
will show that simple depression of the cord will 
at once conserve the delicate structures within 
the cord and permit of adequate closure of the 
canal. Certainly this manoeuver gives good op- 
portunity to pass sutures around the whole of 
Poupart’s ligament and very deeply into the 
inner musculature. 

(5) Fascial sutures are of the utmost impor- 
tance in the surgery of the abdominal wall. Mac- 
Arthur deserves especial credit for suggesting 
their use in hernias, deriving his material from 
the aponeurosis of the external oblique. The 
pedicles which he leaves seem to me useless 


because they cannot adequately bear nerves and 
blood- and lymph-vessels. Gallie and Le Me- 
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surier add nothing of fundamental character in| the inguinal canal and the neighboring muscula- 

heir use. of sutures of fascia lata instead of| ture are most useful because they are strong, 

aponeurosis; but their enthusiastic reports are | aseptic and *‘biologically suited’’ to their new 
environment. 
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FIG. 5. A flap, like that used in Fig. 3, is sutured te the 
connective tissue upon the ramus of the pubic bone, a much 
more secure, but slightly more difficult procedure. The cord 
may be brought through the median opening. 


encouraging and their technical suggestions are 
useful. 
Going a step farther I have used and recom- . 
mend powerful free ribbon grafts of fascia lata, 
of aponeurosis or, when available, bands cut| The idea that such grafts ‘‘remain forever’’ 
almost unchanged cannot be accepted. It is far 
more likely that these grafts are substituted in. 


FIG. 7. In the female the anatomical relations are simpler. 


Lateral border of right rectus 
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Poupart's lig. 


7 FIG. 6. The writer’s laparoplasty may be combined with the ; 
“‘osure of hernias. FIG. &. The author’s band suture, preferably one to two 

centimeters wide, taken from the fascia lata or from the cut 
edge of the external oblique aponeurosis, entirely surrounds 
Poupart’s ligament and very deeply pierces the rectus muscle 


from the hernia sac. These bands from the fascia body. Interrupted sutures are, as good or better. These deep 
cf an inch wide and from three to six or more 

uiches long—eight inches makes a useful length. 
“he external oblique aponeurosis yields usually 
one good graft without interference with its 
closure. These great transplants applied about 


later years by new connective tissue. But, even 
so, their usefulness is very much greater than 
that of such suture material as catgut. For they 
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FIG. 9. The lacing band sutures (or the simple interrupted 
pand sutures) are locked with fine silk or catgut sutures. The 
band sutures, which have brought Poupart’s ligament, with the 
shelving edge of the external oblique aponeurosis, into intimate 
relationship with the rectus body, are shown about to be buried 
under the inner edge of the external oblique aponeurosis. 


are used while chemically unchanged and while 
still possessed of some of the characteristics of 
living tissue that make them resistant to infec- 
tion to an unusual degree. Many surgeons re- 
port the continued life of such grafts even if 
their seat of implantation has undergone suppu- 
ration. 


The methods described here are, some of them, 
applicable to the treatment of other hernias. 
Connective-tissue, free ribbon or band grafts are 
especially useful in the repair of post-operative 
and umbilical hernias. 


Sutures for the closure of hernial openings 
must never be left tense; if the tissues do not 
come together freely pedicled musculo-aponeu- 
rotic flaps (partial laparoplasty) must be used. 


The usefulness of these methods must be fully 
determined in detail by years of experience and 
study. Yet their correspondence with reason 
and with established surgical principles and 
practice makes them available immediately to 
the thinking surgeon. I have successfully prac- 
ticed all these methods, as suggested, in suitable 
cases. 


These different procedures are not to be ap- 
plied according to rigid rules, but should be 
made use of separately or in combinations, ac- 
cording to the surgeon’s judgment, to meet the 


requirements of individual cases. 


APPENDICEAL LITHIASIS* 


(Report ofa case in which there was one 


very large and three smaller Enteroliths) 


BY VINCENT VERMOOTEN, M.D. 


INTRODUCTION 


ForeIGN bodies of all kinds have been de- 
scribed as occurring in appendices and have 
been responsible for attacks of acute appendi- 
citis, but there are so very few reports in the 
literature of true caleuli, especially large ones, 
that Packard’ reporting a case in 1921 titled his 
communication ‘‘ Appendiceal Lithiasis—Report 
of a case, unique in the annals of surgery.’’ 
While reviewing carefully the literature of the 
previous twenty years he was unable to find an 
instance of an appendiceal calculus approach- 
ing in size and hardness the one he described. 
Since 1921 very few instances of appendiceal 
lithiasis have been reported so that it was 
thought worth while to place this case on record. 


CASE REPORT 


The patient, J. M., a white machinist, age 41, 
entered the New Haven: Hospital on January 14, 
1925, complaining of pain in the right lower 
quadrant. The family and personal histories 
were irrelevant. He dated his present illness 


*From the Department of Surgery, Yale University, School o 
Medicine, and the Surgical Clinic of the New Haven Hospital. 


from a week previous to admission when he was 
siezed with acute abdominal pain in the right. 
lower quadrant, not associated at that time 
with nausea or vomiting. He remained in bed 
and applied first hot, then cold, and later lin- 
seed oil compresses to his abdomen. The pain 
persisted, he developed anorexia as well as some 
nausea but no vomiting. He did not feel fever- 
ish and had no chills. There were no urinary 
symptoms. The pain, which was sharp in char- 
acter, continued unabated until his admission to 
the hospital. It was localized in the rigkt lower 
quadrant and did not radiate. He had had one 
similar attack for three days, three months pre- 
viously. 

On physical examination his temperature per 
rectum was 100 degrees Fahrenheit; his pulse 
rate was 100 per minute; W. B. C. count 16,000. 
The abdomen was not distended; the respira- 
tory movements were not limited. On palpation 
the left side was soft, while the entire right side 
was slightly rigid, but there was no tenderness 
on palpation in the right upper quadrant. In 
the right lower quadrant the muscular rigidity 


*\ was more marked and there was definite tender- 


/ 
4 
SNS 
KN SSS SSS 
AW \ GO 
Wy Vj 
ik My 
AYN | 
| 


Volume 193 
Number 16 


APPENDICEAL LITHIASIS—VERMOOTEN 


719 


ness and muscle spasm on pressure particularly 
over McBurney’s point. No masses were felt. 
Operation: A McBurney incision was made, 
the peritoneum incised and the cecum delivered 
after freeing numerous adhesions. A large, 
acutely inflamed appendix was removed in the 
usual manner and the wound closed with drain- 
the patient had an uneventful recovery and 
was discharged from the hospital with the diag- 
nosis of acute appendicitis with abscess, retro- 


cecal. 
PATHOLOGIC NOTE 


Gross Description: The specimen consisted of 
a very large swollen appendix measuring 7 cm. 
in length and 314 em. in its greatest diameter. 
The surface was covered with small clots of 
fibrin. On section the lumen was patent, the 
mucosa of the distal two-thirds apparently in- 
tact, while that of the proximal third appeared 


The figure shows the appendix with one of the concretions 
in situ. The other three concretions are drawn alongside and 
beneath th a cross section of the largest one, showing 
the soft, friable centre and the outer calcerous shell. 
necrotic. Within this portion of the appendix 
there were four calculi, all having a dark, 
brownish red color. The two smaller ones, each 
of which measured about 2x3 mm. in size, had 
smooth, faceted s ; the next larger meas- 
ured 1 em. in™a’ erage diameter and was roughly 
spherical in shape, while the largest calculus 
measured 2x1.5xl em. The surface was irreg- 
ularly nodular. On drying the color changed 
from a dark brownish red to a gray and in some 
places to a chalky white. All the calculi were 
extremely hard and could not be cut with a 
knife. On sawing through the largest calculus 
one found it to contain a soft, friable, grayish 
colored central portion covered by a darker, very 
hard, brittle shell, 2-3 mm. in thickness. The shell 
seemed to have been deposited in separate layers 
as one could see the concentric arrangement. 
The chemical analysis of these calculi was car- 
ried out under Professor Smith’s direction in 


the Department of Physiological Chemistry, who 
reported that the calculi were composed largely | 
of calcium phosphate but contained small quan- 
tities of cholesterol, some silica, and a trace of 
bile pigment. 


DISCUSSION 


Foreign bodies of all kinds, especially pins, 
lead shot, fish bones, hair, teeth and parasites, 
are not infrequently found in appendices. In 
1911, Ridwell? reported a varied collection of his 
own and says: ‘‘That although having kept no 
accurate statistics it is my impression that for- 
eign bodies have been found in at least 20% of 
the appendices I have removed.’’ Discussing 
the frequency with which appendiceal calculi 
are found, Murphy’ says that they are but rarely 
reported and Kelly‘ claims that true enteroliths 
are only found in a small percent of cases. 
Packard’s' is apparently the largest calculus. It 
measured 4 em. in length, 1 em. in thickness and 
at one end the width was 2 em., from which it 
tapered to a comparatively small point at the 
other end. The next largest is a bismuth cal- 
culus, measuring 4.5x1.5 em. which Miilleder® 
deseribes as having been found in the appendix 
of a patient who had had a bismuth meal two 
years previously. Rigollot-Simonnot and Saissi® 
also reported a very large caleulus which meas- 
ured 3x1.8 em. A careful review of the litera- 
ture has not revealed any other caleuli which 
are larger than the one here reported, Downes”* 
calculus which was as large as a filbert being the 
next in size. There were, however, calculi re- 
ported which are interesting from other stand- 
points. Navarro® reports one having a very pe- 
culiar shape, which, however, is very similar to 
gross appearance to the one here described, hav- 
ing a hard shell, which was composed of several 
layers of silica cemented together with vegeta- 
ble matter, and a soft friable core, evidently 
composed of fecal material. 


The calculus here reported was composed 
largely of calcium phosphate and contained but 
a small amount of silica, some cholesterol and a 
trace of bile salts together with a fair amount 
of vegetable matter. This agrees much more 
closely with the analysis done by Maver and 
Wells’®, who found the inorganic material to 
be largely calcium phosphate. There was also 
present in their concretions some koprosterol 
and a little cholesterol. Packard’ in describing 
his specimen says both concretions are found to 
consist of inspissated fecal material and an am- 
orphous crystal deposit of bile salts in an irreg- 
ularly concentric arrangement. He, however, 
does not give any definite chemical analysis. 

This then would appear to be a true enterolith 
which was probably formed in situ as described 
by Kelly* in his monograph on the appendix, 
where, discussing appendiceal concretions, he 
says: ‘‘They are ovoid or spherical and have a 
more or less smooth polished surface; the color 
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is dark brown, but it is common to find the dark 
brown surface covered by a grayish white de- 
posit of lime salts; the interior is lighter in color 
and more friable, usually a nucleus consisting of 
a fragment of foreign material, and, surround- 
ing this, concentric layers of a substance largely 
composed of lime salts; mucus becomes desic- 
cated and the lime salts deposited secondarily.”’ 
With the more popular use of the X-ray, ap- 
pendiceal lithiasis is becoming more generally 
recognized and not infrequently has to be dif- 
ferentiated from ureteral calculi, as in Blanch- 
ard’s case (see Murphy) and several other in- 
stances mentioned by Murphy, as well as in the 
remarkable case reported by Mark", in which it 
was not possible to make a differential diagnosis 
even with the help of pyelo- and ureterograms. 


SUMMARY | 
A ease of appendiceal lithiasis is reported in 


which there was one large calculus measuring 
2x1.5x1 em. and several smaller ones. The cal- 
euli all contained a’soft friable central portion 
and a hard ecaleareous shell. The chemical an- 
alysis of the calculi is given as well as a review 
of the literature on the subject. 

In conclusion I wish to thank Dr, Samuel C. 
Harvey for the privilege of reporting this case. 
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ACUTE APPENDICITIS DURING LABOR OPERATION—RECOVERY 
BY D. N. BARBER, M.D.,,AND J. R. MILLER, M.D., F.A.C.S. 
From the Obstetrical Service of the Hartford Hospital, Hartford, Conn. 


AcuTE appendicitis during labor is such a rare 
occurrence that we feel obliged to report the fol- 
lowing case. E. Y. No. 166399 was admitted on 
December 14, 1924, to the Hartford Hospital at 
8:45 P. M. She was a white primipara at full 
term having indefinite pains, unruptured mem- 
branes. She gave the history of having her first 
pain in the right lower quadrant at 3 P. M. on 
the afternoon of admission, which grew quite 
severe and was steady in character, the patient 
being most comfortable when the right thigh was 
flexed. Soon afterwards labor pains started at 
five minute intervals which did not last more 
than an hour. About 5 P. M. there was a second 
sharp attack of pain which remained constant 
and severe until admission. 

On admission the temperature was 98.4, pulse 
104, respirations 24. General physical examina- 
tion was negative except for the abdominal find- 
ings. Pelvic measurements were 23-27-32-21. 
B. P. 138/80, urine, acid 1010, very slight trace 
of albumin, no sugar, normal sediment. Abdo- 
men showed full term pregnancy, position of the 
child was not discernible because of abdominal 
tenderness. She localized an acute steady pain 
in RLQ about 1” above Poupart’s ligament and 
about 2” inside of and on the level with the an- 
terior superior spine. This pain was quite dis- 
tinct in character from the occasional and irreg- 
ular uterine contractions. Rigidity of the mus- 
cles could not be made out because of the en- 
largement of the uterus. Fetal heart sounds were 
heard just to the left and below the umbilicus, 
no vaginal examination was done but rectal ex- 
amination showed the cervix not taken up nor 
dilated, presenting part was high in the pelvis 


and could not be clearly defined; there was no 
vaginal show. White blood count a few hours 
after admission showed W. B. C. 19,000, 95% 
polynuclears. Catheterized specimen of urine 
was negative. 

Soon after admission pain near McBurney’s 
point became so severe that 1/6 gr. morphia was 
given. 

In view of the extreme rarity of appendicitis 
at full term and considering that the patient was 
in good condition, operation was delayed until 
tnorning to obtain a second white count and con- 
sultation. The white count at 8 A. M. was 12,600 
with 92% polynuclears, temperature, pulse and 
respiration as on admission. Labor pains per- 
sisted at irregular intervals and abdominal ten- 
derness in RLQ continued severe. On consulta- 
tion with Drs. T. Weston Chester. and H. Gil- 
dersleeve Jarvis a tentative diagnosis of acute 
appendicitis was made and patient was taken 
to the operation room. Appendectomy was done 
at 9:30 A. M. through a right rectus incision, 
under gas-oxygen-ether anaesthesia. Upon open- 
ing the abdomen several ounces of turbid fluid 
with numerous fibrine flakes were found. A cul- 
ture taken was later found to be sterile. The 
cecum lay against the right side of the pregnant 
uterus and the appendix was found adherent at 
its tip to the round ligament near the right in- 
guinal canal. On freeing the appendix its tip 
was seen to be covered with yellow exudate. A 
routine appendectomy was done without diffi- 
culty, inverting the stump, the right tube and 
ovary were seen to be normal lying much pos- 
terior and were disturbed as little as possible. 
The omentum which was very well developed 
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was carefully placed between the cecum and 
iiterine wall and the abdomen was closed without 
drainage by a figure 8 silk worm gut suture 
aod interupted silk worm gut for the skin, peri- 
‘oneum being closed by continuous No. 2 plain 
eat gut. 

Following operation an endeavor was made to 
postpone active labor and patient was given pan- 
topon sub-cutaneously, totalling 8 ampoules in 
17 hours. The opiate did not have any in- 
fluence upon the progress of labor except to give 
the patient a very comfortable first stage. The 
highest post-operative temperature being during 
labor 100.2, pulse 140 just before delivery. 18 
hours post-operative meconium was observed at 
the vulva, vaginal examination showed the cervix 
to be fully dilated with frank breech present- 
ing. Under ether anaesthesia baby was extract- 
ed without difficulty. The second degree perineal 
laceration was immediately repaired and post- 
partum hemorrhage was apparently avoided by 
giving one ampoule of pituitrin during the 
period of extraction. The baby weighed 9 lbs. 
114 oz., breathing without difficulty but requir- 
ing constant watching during the next 24 hours 
because of respiratory depression which evident- 


ly was caused by the large amount of opium ad- 
ministered. 

The patient made-an uneventful recovery 
having moderate gas pains. Small: doses of 
ergot were given during the puerperium, sutures 
were removed on the 10th and 11th days, post- 
operative, wound healed by primary intention. 
Patient was out of bed on the 11th day and dis- 
eharged on the 15th. The perineum was well 
healed, uterus well involuted in mid position, no 
masses nor tenderness in either fornix, cervix 
small, hard, freely movable, no lacerations felt. 
No eystocele or rectocele. Pathological report at 
first showed a normal appendix, sections were 
cut nearer the tip of the appehdix which showed 
a moderate dilitation of the peripheral blood ves- 
sels and beginning accumulation of leukocytes 
near the peritoneal surface. 


“DISCUSSION 


This case is one of mild but definite acute ap- 
pendicitis occurring at the onset of labor in 
which a routine appendectomy followed by 
breech extraction under ether gave very satis- 
factory results. The dosage of pantopon was un- 
doubtedly too large but fortunately did not 
eause any serious trouble. 
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THE RELATION OF CLEAN MILK TO PROGRESS IN INFANT FEEDING* 
: BY JOHN LOVETT MORSE, M.D. 


Crean milk and progress in infant feeding 
are so intimately related that it is very diffi- 
cult to separate them. Progress in infant 
feeding would have been impossible, unless 
there had been a coincident improvement in the 
milk supply. It is very doubtful, on the other 
hand, whether there would have been any im- 
provement in the milk supply, if there had been 
no effort to improve infant feeding. It may 
be that others knew.of and appreciated the in- 
timate relation between clean ‘milk and better 
infant feeding. The late Dr. T. M. Rotch was, 
however, the first and, for a time, at least, the 
only one who took any active steps to get a good 
milk for babies and at the same time to put in- 
fant feeding on a rational basis. His efforts 
were for a long time misunderstood, unappre- 
ciated and ridiculed. They finally, however, 
obtained the recognition which they deserved 
and were generally adopted. Through his ef- 
forts, and with the aid of Mr. Walker, the 
Walker-Gordon farm for the production of 
clean milk and the Walker-Gordon Laboratory 
for the preparation of modified milk for babies 
were established in Boston in 1891. They both 
met with considerable opposition, largely be- 
cause physicians and, to a less extent, the public 
were unable to see the woods because of the 
trees. Unfortunately, there are a considerable 
number of young physicians in Boston and else- 


*Read at the invitation meeting at the Walker-Gordon Labo- 
rutory, June 25,1926. 


where at the present time who have the same 
trouble with their vision. 

Physicians elsewhere also appreciated the 
need and value of clean milk for babies and 
children and, in consequence, a Medical Milk 
Commission was established in New Jersey in 
1892 and the Association of American Milk 
Commissions in 1905. The first Medical Milk 
Commission in Massachusetts was established 
by the Suffolk District Medical Society in 1906, 
fifteen years after Dr. Rotch had pointed out 
the way, at the suggestion of the late Dr. 
Charles Harrington, at that time Commission- 
er of Publie Health. 

Only the older men here know what the milk 
supply was like in the early nineties and pre- 
viously. They only can appreciate how great the 
improvement in it has been. The younger men 
can have no conception of it and, hence, cannot 
be blamed too much for not realizing what has 
been done for them and how much easier in- 
fant feeding has been made for them as the re- 
sult of this improvement. If they did, they 
would not be so ready to place obstacles in the 
way or so sure that their success in feeding 
babies is due to the method which they use in- 
stead of to clean milk. Milk used to be poured 
out of cans into household containers at the 
doors. No attention whatever was paid to even 
the first principles of cleanliness at the farms 
or after the milk was drawn. No one saw any 
reason for keeping it cool, except that if it got 
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sour people would not buy it because it did not 
taste good. Milk at the stores was sold out of 
a ‘‘dip tank,’’ which was seldom, if ever, 
cleaned. © This was the case long after the 
propaganda for clean milk began. It was im- 
possible for poor people to get a clean milk for 
their babies for a long time after the Walker- 
Gordon Laboratory was established. The condi- 
- tions which prevailed were well expressed by a 
sign which used to be in the window of a store 
on Blossom Street—‘‘Skum milk for sale.’’ At 
this time I cannot refrain from paying tribute 
to Mrs. Charles Whiting, who saw the need and 
took steps to meet,it. A committee was formed 
at her request in 1905 and milk stations were 
established where the poor could get a reason- 
ably clean milk at a moderate price. How much 
this cost the Whitings they alone know. Only 
the poor know how much good it did them. 
These stations were the beginning of the Milk 
and Baby Hygiene Association, which has since 
been absorbed by the Community Health Asso- 
ciation. Whether the good which this charity 
does now is relatively as great as it was then I 
leave to you to judge. 

It was almost as difficult for the rich to get a 
good milk supply as it was for the poor, or, 
rather, they did not see the importance of it as 
much as the poor. There was for example, no 
decent milk supply on the North Shore before 
the Cherry Hill farm was established. Let me 
illustrate conditions as they were at that time 
by my notes on a five-weeks-old baby belonging 
to one of the richest and best known families 
in Boston seen at Topsfield in June, 1906. 


‘‘The barn was inspected this afternoon and 
it was found that both the cows were being kept 
in a hired barn, which was very small, extreme- 
ly dirty and next to the privy. The windows 
were kept shut at night. The milk was pale 
and filthy and the cans smelled like old cheese.’’ 

Let me approach the subject from another 
point of view. The infant mortality in Bos- 
ton in 1900 was about one hundred and twenty- 
five per one thousand live births, and in Mas- 
sachusetts one hundred and seventy-seven. It 
is now in Boston a little over eighty, a diminu- 
tion of a little more than forty, or about thirty- 
three per cent. It used to be stated that about 
twenty-five per cent of deaths during infancy 
were due to acute gastrointestinal diseases and 
fifteen per cent to diseases of nutrition. Twenty- 
five per cent of one hundred and twenty-five is 
thirty-one and fifteen per cent is eighteen. The 
elimination of the diseases of nutrition and of 
the acute diseases of the gastrointestinal tract 
would, therefore, be more than sufficient to ae- 
count for the diminution in the infant mortal- 
itv. I have not the figures at hand to prove 
that the diminution in the infant mortality is 
very largely due to the diminution in the 
deaths from diseases of nutrition and the acute 
diseases of the digestive tract, but a brief com- 
parison of conditions as they used to be and as 


they are now is sufficient to show that it is. In 
the nineties the wards of the Infants’ Hospital 
were filled in the winter with skeletons. There 
were so many of them that there was very little 
room for babies ill with acute diseases. The 
wards had to be closed in the summer, because 
the mortality from the acute gastrointestinal 
dseases was so terrible. Now an emaciated 
baby is a great exception in the winter at the 
Infants’ Hospital and the class of cases in the - 
wards in the summer is almost the same as in 
the winter, except that respiratory infections 
are less numerous. When I first had charge of 
the wards at the Floating Hospital almost 
every bed was filled with a baby with some sort 
of acute diarrhea. They were so much alike 
that it was impossible to tell the babies apart, 
either from looking at them or from their his- 
tories. There was scarcely a baby on the boat 
that was suffering from any other sort of ill- 
ness. The conditions among the day patients 
were the same. Now the babies are sick with 
all sorts of diseases and the acute diseases of 
the digestive tract are relatively unimportant. 
There are only two or three cases of infectious 
diarrhea, for example, in a season in compari- 
son, with one or two hundred in a summer in 
the past. It is needless to say that the mortal- 
ity has diminished tremendously. 

The improvement in the methods of infant 
feeding since the early nineties has been as great 
as that in the milk supply. Hit or miss meth- 
ods have gradually been replaced by rational 
procedures based on scientific knowledge. Pro- 
prietory foods have been more and more re- 
placed by milk mixtures and the proprietory 
foods which used to be given mixed with water 
are now given mixed with milk. . Milk now 
forms the basis of all foods for infants. It is 
true that no respectable cow would recognize 
many of the concoétions which are manufac- 
tured from it nowadays, but, nevertheless, the 
basis of them all is milk. Methods are con- 
tinually changing, however, sometimes for the 
better and sometimes, it seems to some of us, 
for the worse. Nevertheless, whether the com- 
position of the food is calculated in percent- 
ages or in grams of the different food elements 
or in ounces per pound of weight, whether it is 
given raw or boiled, acidified or alkalinized, at 
long or short intervals, milk is the basis and 
those who prescribe the food have, or think they 
have, a good reason for what they do. 

In spite of all these changes in methods of in- 
fant feeding in recent years, which may or may 
not indicate progress, according to the point 
of view, the diminution in the frequency of the 
acute diseases of the gastrointestinal tract and 
in the infant mortality continues. It seems 
evident, therefore, that this diminution must be 
due more to the improvement in the milk sup- 
ply than to improvement in methods of infant 
feeding. It is probable that there would have 
been a diminution in the incidence of the acute 
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gastrointestinal diseases with improved 
- methods of feeding, even if there had been 
no improvement in the milk supply. It is 
certain that there would have been a marked 
diminution in their incidence with the im- 
provement in the milk supply, even if there had 
been no improvement in methods of feeding. The 
diminution in the frequency of severe disturb- 
ances of nutrition is probably due more to 
the improvement in methods of infant feeding 
than to that in the milk supply, although it is 
difficult to prove it. A point in favor of its 
being due to improvement in methods of feed- 
ing is that,.while, on account of the diminution 
in the infant mortality because of clean milk, 
there are more babies to have chronic, distur- 
baneces of nutrition, fewer of them do. 


This is perhaps not the place to speak of the 
relation between certified milk and the general 
improvement in the milk supply. It seems to 
me, however, that the improvement in the gen- 
eral milk supply is due very largely to the stan- 
dards set up for certified milk by the American 
Association of Milk Commissions and by the 
Walker-Gordon Laboratory for its product. 
The standards of the Walker-Gordon Labora- 
tory have for years been as high as those of the 
Association of Milk Commissions, although in 
the past the Walker-Gordon farms have not 
been certified. I am sure that we are all glad 
that they are now certified and that we all feel 
that it is of great advantage to the campaign 
for clean milk to have all the agencies which 
produce clean milk working together. 


BLOOD TRANSFUSION* 
BY EDWARD A. HERR, A.B., M.D. 
Attending Gynecologist, St. Mary’s Hospital 


In the field of surgery, it is difficult to select 
a more interesting or fascinating chapter than 
has been experienced in the course of the de- 
velopment of blood transfusion. Its path has 
been beset with countless obstacles and trials, 
at times apparently insurmountable, and with 
periods of success and disappointment. Con- 
sidering in detail, the work of the pioneers, 
Murphy, Shattock, Landsteiner, Jansky, Moss, 
Crile, Carrel, Dorrance, Janway, and the later 
workers, Perey, Vincent, Kimpton, Horsely, 
Lindemann, Agote, Lewisohn and Unger, one 
is forced to realize the persistent fortitude re- 
quired in attaining the modern successes in this 
field of surgery. 


METHODS 


Methods of transfusion are classified into: 
(A) Modified, and (B) Unmodified; the latter 
into: (1) Direet, and (2) Indirect. 

Of the modified method the one as used by 
Lewisohn is most generally accepted. In his 
technic a very simple apparatus is necessary, 
which commends it for use by any general prac- 
titioner of average skill. Its advantages are 
simple technic, ease of execution and the abil- 
ity of transporting blood from a donor to a 
recipient at a distanee. Its disadvantages 
consist of, clotting of blood in the needles or 
canulas, the difficulty of obtaining uniform mix- 
ture, the frequent formation of clots in gravity 
apparatus, the necessity of filtering mxture to 
avoid clots, the danger of contamination by ex- 
posure to the air, and, most important, the de- 
struction by the citrate solution of the blood 
platelets which are necessary for maintaining 
the blood at. its highest efficiency. Many of 
these difficulties ean be overcome by the use of 


“Presented before the annual meeting of the Connecticut 
State Medical Association, Bridgeport, Conn., May 20, 1925. 


ment here. 


the Hoffman and Habein' or the Brines? closed 
method apparatus. 

The action of sodium citrate on the blood has 
been demonstrated in several ways*. 1. It de- 
stroys the blood ‘platelets whose function is nec- 
essary for coagulation. This method would 
therefore not be indicated to control hemor- 
rhage. 2. Sodium citrate added to whole 
blood in amounts necessary to prevent coagula- 
tion alters the red cells in such a way as to give 
off anticomplementary properties into the 
plasma. 

It furthermore destroys complement directly 
and reduces the phagocytic and opsonic powers 
of the blood. It would therefore not be used 
in general infections where a resisting power is 
sought. 3. Sodium citrate increases the 
friability of the erythrocytes, which is not fa- 
vorable in the anemias. 

Of the unmodified blood the only direct meth- 
od is the artery to vein or vein to vein anasto- 
mosis® and on this method we need not com- 
Of the unmodified indirect meth- 
ods, three are in use at the present time: 1, the 
Lindemann; 2, Kimpton-Brown tubes, and 3, 
the Unger, which we will take up in the order 
named. 

In the Lindemann syringe method three to 
five. 20 cc. syringes are used. Blood is drawn 
by syringe-needle method from donor and the 
Syringe passed to assistant, who injects the 
blood into the recipient’s vein. A nurse rinses 
the syringes in the three consecutive basins of 
saline solution; the last should remain clear of 
blood. The syringes are passed to the operator 
in rotation. The disadvantages of this method 
are clotting in the needles, loss of time in chang- 
ing syringes and the number of assistants 
required. 

The paraffin tube method of Kimpton-Brown 
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requires an incision in the vein for insertion of 
a glass nipple in the tube which is filled by 
‘‘vis-a-tergo’’ in the vein. The tube filled with 
blood is now transferred to the recipient and 
transfused through the incision in the vein. Its 
chief advantage is that here whole undiluted 
blood is used, but it has the disadvantages of in- 
cising the vessels and requiring considerable 
skill to line the tubes with paraffin in order to 
prevent coagulation. It is, however, a true 
whole blood transfusion and an _ excellent 
method. 

In the Unger unmodified, indirect method, 
the apparatus consists of a four-way swivel, a 
Record and a Luer syringe, two Unger needles 
and some small caliber rubber tubing. With 
the swivel turned toward the donor the Record 
syringe is drawn full of blood. The swivel is 
now turned toward the recipient and blood in- 
jected into the recipient. The assistant with 
the Luer syringe constantly injects saline so- 
lution in the opposite direction, thereby keep- 
ing the tubing clean and free. Ether is con- 
stantly sprayed on the Record syringe to pre- 
vent clotting and over-heating of blood. 

This method possesses the advantages of us- 
ing whole blood, it is speedy, blood does not 
come in contact with the air and a small corps is 
required. It can be performed at the bedside 
and the vessels are not injured. The latter 
advantage is important if more than one trans- 
fusion is to be performed on the recipient. It 
furthermore does not destroy the platelets and 
it permanently shortens the coagulation time, 
which is an all-important factor in the control 
of hemorrhage. 

Auto-transfusion or the replacing of free 
blood in the peritoneal cavity following abdom. 
inal hemorrhage is merely increasing the load 
of the already over-taxed absorption powers of 
the peritoneum. The life of the red cell, once 
removed from the blood stream, ceases. Fur- 
thermore if, as is necessary, we filter the blood, 
we remove thereby most of the erythrocytes, 
and it is doubtful if the remaining red cells are 
ever absorbed through the peritoneum as _ use- 
ful cells. A better method is to remove all 
clots and thereby put the peritoneum at rest, 
and if necessary give a whole blood transfusion. 

Transfusion by the intergluteal method’ of 
defibrinated or non-defibrinated blood by giv- 
ing repeated iniections of 15 to 20 ee. has been 
used. It is doubtful if sufficient blood is given 
by this method to be of great service to the 
patient. 

Intra-peritoneal transfusion of whole blood 
by the syringe method in infants has been ad- 
vocated by some. Experiments on healthy an- 
imals have shown that the blood® was absorbed 
through the peritoneum. On the other hand 
autopsies performed on the bodies of three in- 
f ants three days after intra-peritoneal trans- 
fusion had been done showed the blood in an 
unchanged state. 


Transfusion in infants® is most readily per- 
formed by the superior longitudinal sinus: The 
child is wrapped in a blanket, the head need 
not be shaved. Either the anterior or pos- 
terior angle of the anterior fontanelle is pal- 
pated with the index finger and a short, large 
caliber needle inserted until the same feeling is 
experienced as is met with in penetrating the 
dura in a spinal puncture; 50 to 150 ce. of 
blood are transfused. 


BLOOD GROUPING 


As a routine, a Wassermann test should be 
done excepting in urgent cases, but in all cases 
the blood grouping must be’ performed. Of 
the two methods, the Jansky and the Moss’, 
the latter is most commonly used in this coun- 
try.. This is based on the existence in the 
blood of iso-hemagglutinins, of which there are 
two, A and B, and the corresponding receptors, 
a and b, in the red cells. This provides for 
four possibilities or groups, the presence of A, 


Showing two microscopic fields: 


A, 
patibility of two specimens of blood; B, non-agglutination of 
compatible specimens, 


agglutination or incom- 


or B, or A and B, or neither A nor B ambocep- 
tors in the serum and the presence or absence 
of the corresponding receptors, a or b, in the 
red cells. From the Moss grouping it will be 
seen that Group IV is the universal donor and 
Group I is the universal recipient. When pos- 
sible a similar group as the recipient is selected, 
but a Group IV donor may always be used”. 
Grouping is further checked by matching the 
donor’s and recipient’s corpuscles and serum’??. 

When the plasma of the recipient is highly 
haemolytic for the donor’s corpuscles imme- 
diate shock may occur. On the other hand, if 
the donor’s serum agglutinated the recipient’s 
corpuscles a chill may occur, but it is not suffi- 
cient to contra-indicate using the donor where 
a perfect mating of the blood is not obtainable. 
We have frequently used this type of donor 
with beneficial results to the recipient. 

The technie of blood grouping is based on 
the phenomenon that iso-hemagglutination oc- 
curs independently of hemolysis and that hem- 
olysis with few exceptions precedes or accom- 
panies agglutination. 
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The active life of the red cells is from seven 
to thirty days’® and is susceptible to chemical 
agents and changes in the salt content of the 
plasma. Hemolysis is the robbing of the hem- 
oglobin content of the red céll, with active 
blood destruction and the release of toxic prod- 
ucts. It affects one of the three component 
parts of the cell’. 

Iso-hemagglutination or clumping is depen- 
dent on both the cells and the serum. It af- 
fects the cell as an entity, in contrast to hemol- 
ysis, which affects some of the components of 
the cell. Iso-agglutinins appear in 97% of 
adults. Iso-hemolysins occur in only 25%. 

In our hands the Microsedimentation test 
(Linzenmeier) has brought forth some inter- 
esting factors preparatory to blood grouping. 
In every case showing a wide variation in the 
reading of the sedimentation test between the 
donor and the recipient iso-agglutination to a 
greater or lesser degree occurred, usually in 
proportion to the variation in the reading of 
the two bloods tested. In most cases this has 
held true despite the fact that the recipient and. 
the prospective donor were of the same group. 
In one of our cases of septicemia following 
_ abortion the sedimentation reading was 85 mil- 
limeters in 17 minutes, which was an instance 
of marked acceleration in the blood settling 
properties. A long list of Group IV donors 
showed normal sedimentation reading. In 
every case of typing of the normal Group IV 
donor with the septicemia case with accelerated 
sedimentation reading, agglutination occurred. 

From our results and studies’® with the Mi- 
crosedimentation test we are led to conclude 
that in severe anemias and septicemias a 
marked settling exists, indicating a loss in the 
red-cell tension in the recipient. This is con- 
ductive to iso-agglutination with a donor of 
normal sedimentation reading. 

We have also noted in those cases in which 
the Phloridzin test has been positive due to re- 
tention of the placenta following abortion that 
iso-agglutination of the recipient’s serum with 
the prospective donor’s corpuscles frequently 
occurs. From this we infer that variations in 
the sugar content in the blood are conductive to 
iso-agglutination on the part of the plasma of 
the recipient. 


REACTIONS 


In the citrate method reactions are more fre- 
quent, due to the chilling of the blood during 
transfusion® and to the destruction of the blood 
platelets ‘‘in vitro’. In all methods labora- 
tory errors in typing and the employment of 
donors with imperfect iso-agglutination tests 
are responsible for chills of a major or minor 
character, depending upon the degree of error 
or of variation of the test. Chills may also be 
aticipated in those recipients who, prior to 
the transfusion, have received injections of 
anti-toxins, vaccins, bacterins, serums or coagu- 


lants in the treatments of diphtheria, tetanus, 
septicemia, toxemias, or haemorrhage.  Cer- 
tain articles of diet may also have a detrimen- 
tal influence. Ether anaesthesia may be a 
factor, but in our experience does not contrain- 
dicate transfusion for post-operative shock. 


INDICATIONS 


The field of indications for transfusion is 
continually broadening. In haemorrhage from 
fibroids, abortion, post-partum, post-operative 
and from ruptured tubal pregnancies, duode- 
nal, gastric or typhoid ulcers and pulmonary 
origin it is a decisive factor. With a hemo- 
globin of 20% transfusion is imperative. When 
the hemoglobin remains between 20% and 30% 
for any length of time transfusion is indicated. 
A hemoglobin of 40% is sufficient to carry on 
oxidation in a patient at rest in bed**. 

In preparing a patient for a serious opera- 
tion transfusion will transform an otherwise 
hazardous risk into a safe procedure. In sur- 
gical shock, whether post-operative or of trau- 
matic origin, it is a valuable weapon of de- 
fence. Here the lowered blood pressure is the 
indication and the amount to be transfused 
is the amount required to raise the blood- 
pressure to normal. In gas poisoning and 
in anuria ‘‘repeated venescction’’” has been 
successful. In puerperal infection?? whole 
blood transfusions diluted with Ringer’s solu- 
tion is the treatment of choice. In severe sep- 
ticemia without loss of blood simple transfu- 
sion is of less value’* because normal blood pos- 
sesses fewer protective anti-bodies than infect- 
ed blood. Here immunization with 1000 mil- 
lions of stock bacterin or with an autogenous 
vaccine has given satisfactory results. To ar- 
rest hemorrhage’® transfusion will succeed 
when all other coagulants have failed, and it 
is the method ‘‘par excellence.’’ To raise the 
blood count 1,000,000 red cells it is necessary to 
transfuse 15 em. of blood for every kilogram of 
body weight of the recipient?®. 

From the medical standpoint it has proved 
of value in malnutrition of infancy** and per- 
nicious anemia of adolescence, and has fre- 
quently saved otherwise hopeless cases of neph- 
ritis, typhoid and pneumonia. In carcinoma 
from any cause it is of assistance in the pro- 
longation of life and is a valuable adjunct in 
cases where surgery or radiation is_ in- 
dicated. It is useful in all cases of haemophil- 
la and haemorrhagic diathesis and anemia of 
pulmonary tuberculosis. 


CONCLUSIONS 


From our experience with transfusion we | 
have concluded : 

1. Whole blood should be used. 

2. The Unger method is the method of 
choice. 

3. Further work with the Microsedimenta- 
tion test may help to explain the occurrence of 
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STUDIES OF THE VITAMIN POTENCY OF COD LIVER OILS 
XVII. The Vitamin Potency of Salmon Body Oil 
BY ARTHUR D. HOLMES AND MADELEINE G. PIGOTT 
Research Laboratories, The E. L. Patch Company 


Or the five species of salmon that are of com- 
mercial importance, the red, or sockeye, salmon 
(Oncorhynchus Nerka) is the most important 
commercially. This salmon is in especial demand 
for canning and pickling. On this account, at- 
tention has been given to the body oil of this 
species of salmon. 

The salmon body oil which was used in the 
experiments reported below was supplied by the 
U. S. Bureau of Fisheries. It was obtained 
from three sockeye salmon, one male and two 
females, which had a total weight of nineteen 
pounds. As is well known, salmon are taken 
principally during the spawning season. These 
fish were, therefore, at the active stage of the 
reproductive cycle. They were taken at Yes Bay 
by Bureau of Fisheries representatives, who 
later separated the body oil at the Bureau of 
Fisheries laboratories. 

The oil was prepared by cooking the edible 
portions of the fish in water. As the tissues 
softened, the oil was released and rose to the 
surface. It was skimmed off as completely as 
possible and separated from all particles of 
tissue by filtering. It was then decanted from 
the water with which it had been in contact. On 
analyzing the oil, it was found to have the fol- 
lowing characteristics : 


In general, the characteristics of this oil are 
quite similar to those of average cod liver oil; 
the refraetive index is slightly less than that of 
medicinal cod liver oil. The salmon oil was of 
a deep red color, which is a marked contrast to 
the straw-yellow color of medicinal cod liver oil. 

The vitamin potency of the salmon oil was 
determined by the method which has been fol- 
lowed in this laboratory’. The animals’ re- 
serve of vitamin A was exhausted by continued 
feeding of a synthetic diet consisting of casein 
18%, peanut oil 22%, corn starch 28%, milk 
sugar 28%, and salt mixture 4%. When the 
animals gave evidence of exhaustion of their re- 
serve of vitamin A, the experimental diet was 
supplemented with salmon body oil in amounts 
aren from 0.3 milligrams to 11.6 milligrams 

y. 

The accompanying chart supplies detailed 
data concerning the experimental animals’ food 
consumption and change in body weight during 
both the pre-experimental and experimental pe- 
riods. As will be noted, none of the experi- 
mental animals made any noticeable increase in 
body weight as a result of feeding the salmon 
body oil. In general, the experimental animals. 
lived from twenty to twenty-five days, but all 
oaks lost more or less weight during this period, and 
Gravity Ref.Ind. Sapon, Jodine F.F.A. |€all died before the termination of the usual 
at 25°C. at20°C. Value Number PerCent. |thirty-five-day experimental period. 

0.9196 1.475 187.7 142.2 0.7717 From the results obtained, it is evident that 
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process. 
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CY OF SALMON 89D 


) the vitamin A potency of the salmon body oil|salmon apply to the salmon body oil contained 
under investigation is not comparable with that] in commercial] canned salmon. In view of the re- 
of medicinal cod liver oil made by the steam | cently published results of Eddy and Kohman’ 


which show commercially canned fruits and 


It is hoped that no one will assume that the | vegetables to be much better sources of vitamins 


results of this study of the vitamin A potency|than had been generally assumed, it is decid- 
of a specially prepared body oil from sockeye |edly unwise in the absence of any data to make 
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a definite assumption concerning the vitamin 
potency of commercial canned salmon. 

Data on this point are, however, needed, for 
according to statistics for the year 1923 as re- 
ported by the Bureau of Fisheries, the domestic 
pack of salmon amounts to 6,500,000 cases or 
about 310,000,000 pounds of canned salmon, and 
since canned ‘salmon contais 10. 84% of oil, it 
may contribute 33,820,000 pounds of salmon 
body oil to the human dietary during a year. 
From this, it is evident that definite data con- 


cerning the vitamin content of commercially 
canned salmon are not without economic aignifi- 
cance. 
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SPECIAL PERIOSTETOMES FOR CLEFT PALATE WORK | 
BY RENJAMIN BRABSON CATES, M.D. 


IF ONE ponders the mechanism of the velum 
palati, one may readily see the folly of making 
slashes through the velum to bridge the defect in 
cleft palate operations. 

In order to understand the mechanism of the 
velum it is well to review the anatomy of the 
soft palate. 

For practical purposes the velum may be con- 
sidered as a pyramidal or triangular box of 
mucous membrane, containing in its interior, 
blood vessels, nerves, lymphatics, adenoid tissue, 
muciparous glands and muscles. 

The surgeon in operating for cleft palate 
wants to keep in mind the importance of preserv- 
ing intact the blood vessels, nerves and normal 
laminated arrangement of the muscles. 

This triangular box of mucous membrane with 
its contents is attached, ‘‘as it were, to the hori- 
zontal surface of the palate bone by the broad 
aponeurosis of the palate’’—which aponeurosis 
is derived from the tensor palati muscle; by its 
sides it is continuous with the walls of the 
pharynx; its apex pointing downward hangs free 
in the back part of the mouth; its upper or pos- 
terior surface is continuous with the floor of the 
nose; its under or anterior surface is continuous 
with the muco-periosteum of the hard palate. 

The muscles of the velum, five on each side, 
have a laminated arrangement, each fusing with 
its corresponding fellow in mid-line under nor- 
mal conditions. 

The main point to keep in view in repairing 
defects of the palate is to preserve this laminated 
arrangement of the muscles as far as possible— 
that is, to keep each corresponding pair of mus- 
eles in the same plane with innervation intact. 

Now, it will be allowed no two pair of muscles 
have the same tension. If such a postulate is 
accepted, it may be assumed if the velum is cut. 
away from the hard palate with knife or scis- 
sors and lateral slashes are made in the velum 
the normal laminated arrangement of corres- 
ponding museles is disturbed, as some cut mus- 
cles will retract more than others and they will 
never occupy the same plane and their normal 
innervation is disturbed. 

This will give them an uneven pull—a see-saw 


effect—which will prevent symmetrical func- 
tioning. 

This uneven pull makes proper pronunciation 
of words more difficult. Again slashing the 


Periostetomes for mobilizing the aponeurosis of the palate. 
1. Front and lateral view of spatula periostetome for mobilizing 
the aponeurosis of the palate from the horizontal plate of the 
palate bone. 2. Front and lateral view of curved periostetomes 
for mobilizing the aponeurosis of the palate from the posterior 
border of the horizontal plate of the palate vone. 
velum divides the nerves supplying individual 
muscles so that normal innervation is destroyed. 

Keeping in view this normal laminated ar- 
rangement of the palate muscles with their nor- 
mal nerve supply intact; the next point to stress, 


in doing cleft palate operations, is to restore as 
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near as possible the normal anatomical attach- 
ment of the muscles of the soft palate. : 
Since there is no bony plate to which to an- 
chor the velum across the bony cleft, the nearest 
approach to normal conditions is to make a com- 


mon tendinous center over the fissure, so corre- 


sponding muscles may fuse in the same plane. 


This preserves their laminated arrangement and 


favors symmetrical action. 

This may be done by using the aponeurosis of 
the palate as a common or tendinous center over 
the fissure. This aponeurosis may be used if 
properly mobilized. To accomplish such a mob- 
ilization of the palate aponeurosis and preserve 
the normal laminated arrangement of the mus- 
cles with the minimum amount of trauma I have 
devised certain periostetomes that have served 
me well in my work. 

Having mobilized the muco-periosteum later- 
ally from the alveolus to the cleft, and back to 
the aponeurosis of the palate, I push the apon- 
eurosis of the palate to the posterior border of 
the hard palate with my spatula shaped perios- 
tetome, and then separate it from the posterior 
‘border of the hard palate with my curved perios- 
tetome. 

In doing such a mobilization the surgeon has 
broad raw surfaces for fusion with correspond- 


ing muscles across the cleft and he has preserved 
the normal laminated arrangement of the mus- 
cles intact, nor has the normal innervation of 
the muscles been disturbed, neither has the blood 
supply been damaged. 

The flaps then, when properly mobilized, siiaity 
fall together and only need to be held in place 
with the proper sutures properly placed until 
fusion oceyrs. Under such circumstances slash- 
ing the velum is unnecessary and plates. should 
be discarded. 


SUMMARY 


The object in cleft palate work should be to 
have a velum as near the normal arrangement 
as compatible with the local deformed condi- 
tions; one that is pliable and free from scars. 

Since there is no bony attachment in mid- 
line this is best accomplished by having a com. 
mon tendinous center for the attachment of the 
muscles. This may be done by using the apon- 
eurosis of the palate, which gives broad raw 
surfaces for fusion across the cleft, preserves the 
normal laminated arrangement of the muscles, 
and leaves their normal innervation intact. 


This makes for symmetrical action of the mus- 
cles and a more normal pronunciation. 


MENTAL 


WOUNDS 


BY CLARENCE A. BONNER, M.D. 


SURGICALLY a intl is defined as an injury 
either external or internal and involving the 
solution of continuity of a surface. By a men- 
tal wound is meant an emotional injury which 
is suffered and which is duly recorded in the 
archives of the mind. These wounds are fairly 
constant in occurrence throughout our lives. 
No one is immune from them; they are un- 
avoidable and represent the toll exacted by life. 
In many instances, however, they leave scars 
which even time does not efface. In the nor- 
mal, well balanced perhaps they often serve as 
a proper stimulus in one way or another. On 
the contrary, if the injury is poignant in the 
beginning, remains unhealed and is aggravated 
from time to time, the resulting condition be- 
comes of great import to the psychiatrist. 

The surgeon is fortunate in the respect. that 
the wounds he deals with are visible, or can be 
made so; they can be treated with formidable 
antiseptics and stimulating ointments, kept 
sterile by fresh, clean dressings. Healing takes 
place and perhaps a cicatrix results, causing no 
pain and soon forgotten unless it happens to 
occur in a too conspicuous situation. 

Not so with the psychiatrist. The field of 
operation is never visible. The wound must be 
located often through long and tedious examin- 
ation, analysis and probing of the devious 
channels of the unhealthy mind. . His patients, 
because of their unforti:.ate condition, cannot 


come and say, ‘‘Here is my wound, please heal 


cr 


It has been previously stated that all of us 
are susceptible to these mental traumata, but 
fortunately in many instances the wound, if it 
ever reaches that dignity, is logically dealt with 
and is shortly submerged beneath consciousness 
and never reappears in its full potency. This 
is the reaction of the normal person. On the 
other hand, if the field is fertile, and if a neu- 
ropathic taint exists, seeds of future unhappi- 
ness are sown. 

Most mental patients, particularly of the 
psychoneurotie group, will, after a searching 
examination, admit certain distressing land 
marks which stand out distinctly in their men- 
tal life of the past, and from whose unhappy 
influences they cannot separate themselves. 
From these have issued various phobias, doubts 
and unconquerable fears, with resulting pecu- 
liarities and defence reactions to be carried 
through the remaining years. Normally the. 
intellect has continuity. This continuity may 
extend abnormally from one distressing period 
to another, thereby coloring the whole mental 
attitude and affecting the daily reactions so 
that outward manifestations become present. 

Then in consideration of these cases, two fac- 
tors are of outstanding interest; First, the un- 
usual emotional sensitivity of ‘the individual, 
and secondly, the probable pre-existing neuro- 
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pathic tendency. The former may be a symp- 
tom of the latter. That this type of case suf- 
fers acutely cannot be denied, since we are 
dealing with a highly sensitive emotional state 
rather than the deterioration which marks the 
dementia praecox state. Abstracts from two 
illustrative cases are cited below because of the 
similarity in onset, symptoms and resultant 
condition. The second case illustrates conclu- 
sively the value of early treatment in a hospital 
for mental disease. 


The case of W. I. 
Date of birth 1867. Was healthy as a child; 


secured grammar school education and became} 


a copyist. By temperament ‘‘nervous,’’ sensi- 
tive, and inclined to be irritated by trifles. At 
18, her father attempted suicide by hanging, 
and she, discovering him in this condition, cut 
him down. Patient kept this occurrence secret 
until the father died some years later. From 
this time on until her commitment at the age 
of 44, she suffered greatly but was forced to 
work to help support the family. At the time 
of commitment she was afflicted with various 
unnatural impulses, threatened other members 
of the family, expressed morbid fears and in- 
sisted on washing her hands continually to rid 
them of germs. 

Her hospital history has been more or less 
stormy. She has always been scrupulously 
neat, but very quarrelsome and in trouble most 
of the time with her fellow patients. Has been 
tried at home on visit, but because of the per- 
sistence of the symptoms mentioned above has 
never been able to remain away from the hos- 
pital very long. It is quite probable that this 
patient’s activities have become so fixed that a 
life long hospital residence will be necessa- 
ry. Diagnosis—Psychoneurosis, Psychasthenic 


Type. 


The case of F. R. 


Date of birth 1898. Childhood healthy; 2 
years in high school; a fairly good student. Did 
not take very much interest in anything, in- 
clined to be very impulsive. Spent a great 
deal of time in day dreaming and was ex- 
tremely sensitive to any criticism. Rather un- 
friendly and very bashful. At 21 years of age 
discovered. her mother a suicide by hanging, 
and never recovered from this shock. Con- 
stantly had thoughts of suicide herself, and at 
one time made a half hearted attempt. Con- 
tinued to do housework until 30 years of age, 
although sorely tried throughout these nine 
years. Finally, at this time, unable to stand 
it longer, was admitted to one of our State 
mental institutions for observation and care. 
Under the regulated hospital life and medical 
attention given she improved in a few months. 
At this time she is in a private home, under 
watchful and kindly care. To date she is mak- 
ing progress, although interrupted from time to 
time by an oceasional hysterical episode. Di- 


agnosts—Psychoneurosis, Psychasthenic Type. 

Both of these cases were brought on by 
causes liable to produce the most severe shock, 
and both cases show a similar reaction. There 
are a multitude of conditions which may range 
from trifles to conditions as serious as those 
mentioned, above, which ultimately may pro- 
duce the most direful results depending en- 
tirely upon the temperament of the individual 
who happens to meet with such unfortunate 
incidents. As time goes on the progress in the 
second case cited above appears more favorable 
and points out forcibly the necessity of very 
early intensive attention to cases of this kind. 

Mental symptoms should not. be translated 
on a physical basis unless there is definite or- 
ganic proof, and the psychoneuroses are so im- 
portant and met with so frequently that this 
subject should be stressed in our medical 
schools, so that the physicians entering the 
community, while not specialists in psychiatry, 
may have a working knowledge of the psychon- 
euroses so that these cases will be recognized in 
proper time. Most of these cases are painfully 
aware of their conflicts and deficiencies, and 
are constantly on the defensive to establish 
false composure and to save their emotional 
makeup from assault with its harmful conse- 
quences to them. Frequently these wounds 
occur in adolescence, and are added to from 
time to time, gradually producing a chain of 
malignant events which colors the introspec- 
tion of the psychoneurotic and does not permit 
of enjoyment of the pleasant occurrences which 
normally should form a portion of their mental 


e. 

Another group that we meet with are the 
unfortunate failures striving for unattainable 
ideals, endeavoring to reach a mark of per- 
fection which is entirely beyond their grasp. 
Not realizing this, they discount themselves 
and perhaps develop a serious state of mind 
due to lessened self-appraisal. Lack of cour- 


age to face everyday problems is closely allied 


to the psychoneurotic state. Many of these 
so poorly equipped spend much of their time 
overcoming their inhibitions, doubts and fears. 
This perhaps saps much of the courage that 
the normal individual uses in the daily scheme 
of life. The former class cannot adapt them- 
selves to the ordinary because their mental con- 
stitution will not permit it, and the effort they 
are apt to make is extremely costly physically 
and mentally. Being swayed by such unnat- 
ural doubts and fears, they lose sight of their 
goal in life, become confused and often founder 
in this confusion. The unduly introspective 
sees only the somber aspect of his makeup and 
this view’may be quite erroneous. 

There is a splendid opportunity for the fam- 
ily physician in the realm of psychiatry be- 
cause of his close contact with the individual 
patient in the home. Early and mild mental 
symptoms should be interpreted very carefully, 
and treated in accordance with the best un- 
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derstanding that may be. had at this time. This 
plan, of course, is not recommended until ev- 
ery physical ailment is excluded. 

Each one cherishes certain thoughts and de- 
sires which are never expressed except at some 
unguarded moment when the flood of emotion 
reaches the overflow point. Call it mental 
catharsis if you will. It may be likened to the 
power of the good, old fashioned doctor so to 
obtain the confidence of his patients as to allow 
them to pour forth their mental as well as 
their physical sufferings, thus affording them 
great emotional relief with a consequent better 
ment of the physical condition. He was the 
first practitioner of mental hygiene without 
any knowledge of modern psychology, and after 
all perhaps the pill box often got credit for 
achievements of which it was entirely innocent. 

Thus the best treatment of the above dis- 
cussed conditions is mental hygiene—preven- 
tive. The unusually self conscious -individual 
should make every effort to overcome this con- 
dition, and, failing in this, should seek the 
counsel of. a competent psychiatrist. At the 
proper time much can be done either in person- 
ally adjusting the individual or by seeking to 
better his environment. 

The stimulating of confidence and ambition 
will often do wonders for the psychoneurotic, 
and certainly kind words of encouragement 
have great value. Specific treatment of this 
class of cases is brought about by scheduled liv- 
ing.. The more hours devoted to pleasant work 
skilfully arranged, the better. Calling atten- 
tion to comparative conditions is not amiss, be- 
cause there are always others less fortunate. 
This simple but truthful procedure may aid the 
afflicted to place their difficulties in the back- 
ground and develop a more optimistic outlook 
on life, and it will do away with the tendency 
to self pity which is so prevalent in this group. 
The confidence inspired by tactful kindliness 
is infinitely more lasting than that produced 
in any other way. 

The State hospitals will continue to: add to 
their population, but a crusade by every phy- 
sician with the conviction that a thorough un- 
derstanding of the mental life of the patient is 
fully as important as the location and healing 
of a definite lesion, will, in a measure, help to 
adjust many cases in the community and pre- 
vent the need of hospitalization 

Having reached this point we should trans- 
fer our attention to these community cases that 
are endeavoring to hold up their end although 
inadequately equipped. This is a prophylactic 
step in mental hygiene of the utmost impor- 
tance. It is true that we cannot supply the 
essentials lacking in the psychoneurotic which 
would seem to mean success in life, but, as 
physicians, we are able to smooth the pathway 
for them whenever opportunity arises. Mental 
hygiene must represent a vigorous and active 
beneficial movement dedicated to those who are 


in need of it. Even a physician skilled in 
mental diseases is apt to accept the words 
‘Mental Hygiene’’ but really expects the other 
fellow is going to apply it when it should be 
applied by all of us daily. There is opportun- 
ity for the every day application of mental 


hygiene even in our work, our homes and our — 


social life, for here we meet others not in the 
same manner as in the consulting. room, but 
rather revealing their strength and weakness 
uncamouflaged. Until mental hygiene is ap- 
preciated by the general practitioner as an in- 
valuable asset to his daily practice, it will not 
achieve its greatest purpose 


POLICE AND FIRE SURGEONS 
CONVENTION 


THe fourth annual convention of the Asso- 
ciation of: Police and Fire Surgeons and Med- 
ical Directors of Civil Service Commissions of 
the United States will be held in the Hotel 
Pantlind, Grand Rapids, Michigan, on October 
6th and 7th, according to an announcement 
made by Dr. Harry M. Archer, Honorary Medi- 
eal Officer of the New York Fire Department, 
who is President of the Association. 

The medical men will be the guests of Dr. 
A. H. Edwards, the City Physician of Grand 
Rapids. 

One of the important matters to occupy the at- 
tention of the doctors in convention is the pro- 
posed recommendation by Dr. Archer to stand- 
ardize the medical and physical requirements of 
civil service employees, especially the police 
and firemen in the larger cities of the country. 
These proposed standards will be submitted to 
the convention for general discussion and defi- 
nite action. 


SING SING HAS FEWER DRINKERS THAN 
DRYS; MORE SINGLE OFFENDERS 
THAN MARRIED ONES 


More criminals received at Sing Sing are ab- 
stainers from liquor than drinkers, more are 
single than married and more were employed 
than were idle when they got into trouble, ac- 
cording to statistics given out today by Warden 
Lewis E. Lawes relating to 1,217 offenders ad- 
mitted during the State fiscal year that ended on 
July 1 last—New York Times 


INSANITY AND DURABILITY CLAIMS 


INSANITY was responsible for twenty-four 
per cent of the approved total and permanent 
disability claims allowed Prudential policy- 
holders during the last five years, according to 
an analysis of claims for disability benefits. It 
ranked only second to tuberculosis, which was 
the cause of total disability in thirty-five per 
cent of the cases.—Prudential Service Bureau. 
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CASE 11421 
MepicaL DEPARTMENT 


A Boston colored boy of fifteen entered 
through the Emergency Ward April 8 com- 
plaining of shortness of breath and swelling of 
the legs. He was adopted when three months 
old, and never saw his father or mother. From 
the age of eleven he had smoked twenty cigar- 
ettes a day. He had mumps and measles in 
childhood. He had always been rather short of 
breath on sustained exertion, though he was 
able to play with other boys and even learned 
to swim. Two years before admission he had 
an attack of rheumatism, making the feet and 
knees and later the shoulders and elbows pain- 
ful on motion, and lasting in all a month. One 
year before admission he had a similar attack 
affecting the same joints, but less severe and 
lasting only two weeks. A little less than a 
year before admission he was sent to a reform 
school for stealing. 

Two months before admission he began to be 
extremely short of breath on running or climb- 
ing stairs. He was sent to the school hospital, 
put on a milk diet for two weeks and seemed to 
improve, but a week and a half after leaving, 
the hospital grew rapidly worse again. <A 
month before admission he was put to bed, 
where he had been ever since without improve- 
ment. Two weeks before admission his feet 
and legs began to show swelling which had been 
steadily increasing. He had had some fever 
during his hospital stay. He had been unable 
to lie flat without discomfort. For the past 
two months he had had mild unproductive 
cough. When he became markedly dyspneic 
from exertion he had dull epigastric pain. Dur- 
ing the past two months his appetite had been 
poor. | 

Examination showed a fairly well nourished 
boy in marked respiratory distress. The 
mucous membranes were pale. The teeth were 
carious. There was pyorrhea. 
were not particularly enlarged but were cryp- 
tic. The lung expansion was limited. There 
was marked dullness at both bases, with rales. 
The heart was markedly enlarged, particularly 
in the region of the auricles. The location of 
the apex impulse is not recorded. The per- 


The tonsils 


cussion measurements are shown in the dia- 

Ne gram. There was a 

systolic and _ diastolic 
murmur and a systolic 
thrill at the apex.. The 
first sound was sharp. 
The blood pressure was 
112/60. The rate was 
124. The abdomen was swollen, dull in the 
flanks. The genitals and extremities showed 
marked edema. 

The temperature was 103° the morning after 
entrance, afterwards 95.5° to 99°, the pulse 80 
to 140, the respiration 17 to 38. The urine 
was cloudy at the single examination, specific 
gravity 1.030. The amount was normal when 
recorded. The hemoglobin was 80 per cent. 
There were 31,200 to 18,800 leucocytes, 79 per 
cent. polynuclears. The reds were normal. A 
Wassermann was strongly positive. 

The boy was given Karell diet, morphia, digi- 
talis and salicylates. The evening of April 11 
he complained of great pretordial pain and was 
very restless. Later the pulse became very 
weak and rapid and he gasped for breath. It 
was noted that he had the teeth of congenital 
lues. It was thought he would not survive 
the night. The next day his blood pressure 
was normal, 130/75. April 13 he had attacks 
of choking, apnea and cessation or marked slow- 
ing of the heart beat. His hands were icy cold. 
That day he died. | 


2 6 e 3 
‘Heart measurements by 
percussion. 


DIscussIon 
BY DR. WILLIAM H. SMITH 
NOTES ON HISTORY 


‘*Boston colored’’ may have some bearing as 
an etiological factor I do not recognize. . 

Shortness of breath and swelling of the legs 
in any boy of fifteen would suggest rheumatic 
heart disease. Congenital heart would be as- 
sociated with symptoms before fifteen, probably. 
Fifteen is young for the heart associated with 
chronic glomerulonephritis or syphilis; arte- 
riosclerotic degeneration would be indeed pre- 
cocious at this age, even if fathered by syphilis. 

Twenty cigarettes daily since the age of eleven 
is an excess no matter what their composition 
may be. 

**Shortness of breath on sustained exertion, 
always,’’ may imply some congenital abnormal- 
ity of the heart, a persistent foramen ovale, for 
example, with other anomalies. 

Rheumatism at thirteen lasting a month, and 
again at fourteen, offers adequate opportunity 
for endocardial or pericardial damage. 

Stealing, with entrance to reform school, sug- 
gests he was caught, possibly handicapped in 
his escape by his cardiac condition. 

Shortness of breath of an extreme grade on 
climbing stairs or running leads us to infer 
fresh damage to the heart or failing compen- 
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sation. Improvement may have followed from 
the milk diet or the hospital rest. It was only 
temporary, however, since he grew worse after 
ten days. One month in bed without improve- 
ment suggests a serious acute condition or a 
nearly completed chronic heart affection. 

Gravity edema points to the heart. 

Fever during hospital stay in any post- 
rheumatic condition makes us fear some fresh 
valve infection or pericardial damage. 

The cough may have been the evidence of 
passive congestion of the lung, as may the dull 

epigastric pain, from passive en of the 
liver. 


NOTES ON THE PHYSICAL EXAMINATION 


On examination the tonsils were present, the 
probable source of his repeated rheumatic at- 
tacks. 

Passive congestion is again suggested by the 
dullness at the bases of the lungs with rales, 
probably some hydrothorax also. 

Enlargement of the heart in the region of the 
auricles; had it been stated in the region of the 
left auricle one would not be surprised, this is 
so common in extreme grades of mitral steno- 
sis. One approaches enlargement in the re- 
gion of the auricles with caution—some hidden 
trap. Could there be persistent thymus? Is 
there pericarditis with effusion? Is there some 
pathological heart condition laid down at or 
before birth, some anomaly upon which infec- 
tion of the valves or pericardium has been 
added ? 

I have frequently found it of value to know 
the position of the apex. 


DIFFERENTIAL DIAGNOSIS 


The sharp first sound, the systolic and dias- 
tolie apical murmurs, suggest mitral disease. 
Yet none need be present, since a pericarditis 
with relative insufficiency of the mitral valve 
could explain the findings, all but the sharp 
first sound. This is best explained by organic 
mitral valve damage. 

Judging from his blood pressure and the sin- 
gle urinary examination chronic nephritis is 
out of the picture. 

The fever and leucoeytosis make fresh endo- 
earditis or pericarditis most likely. 

I do not believe syphilis plays any important 
part in the case. 

The rheumatic history, the progressive fail- 
ure of compensation, make some acute damage 
engrafted on a previous pathological heart or a 
heart the subject of endocarditis or pericarditis 
most likely. 

I do not know whether there is any relation 
between the marked slowing of the heart and 
digitalis therapy. 

The one thing hard to explain is the dullness 
in the region of the auricles. Fluid in the per- 
icardium, mediastinal tumor, persistent thy- 


‘fat. 


mus, or some congenital anomaly of the heart 
would have to be thought of. From the evi- 
dence here present no accurate deduction could 
be drawn. 


CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 


Rheumatic heart disease. 

Mitral regurgitation. 

Acute endocarditis. 

Acute pericarditis with effusion. 
Congestive failure. 

Congenital lues. 


DR. WILLIAM H. SMITH’S DIAGNOSIS 


Chronic endocarditis of the mitral valve. 
Question of acute endocarditis with or with- 
out acute pericarditis. 


ANATOMICAL DIAGNOSIS 
1. . Primary fatal lesions 


Chronie endocarditis of the mitral and aortic 
valves. 
Subacute pericarditis. 


2. Secondary or terminal lesions 


Hypertrophy and dilatation of the heart. 
Chronic passive congestion. 

Hydrothorax. 

Ascites. 

Anasareca. 


3. Historical landmarks 


Slight chronic pleuritis. 

Chronic perihepatitis and perisplenitis. 
RicHarpson: The head was not exam- 
ine 

The abdomen was moderately distended, the 
wall soft. There was edema of the penis and 
dependent portions of the trunk and the lower 
extremities. There was some edema in the re- 
gion of the left elbow. The finger tips were 
round, rather blunt, somewhat purplish. 

There was a small amount of subcutaneous 
The muscles were wet. — 

The peritoneal cavity contained 1700 c.c. of 
thin pale clear fluid. The peritoneum and ap- 
pendix were negative. The stomach and intes- 
tines showed well marked chronic passive con- 
gestion. 

The liver was 714 cm. below the costal bor- 
der. The diaphragm was at the fifth rib on 
the right, the sixth rib on the left. 

The right pleural cavity contained 1000 c.c. 
of thin pale clear fluid, the left pleural cavity 
400 c.c. of similar fluid. There were a few 
pleural adhesions to the pericardium on each 
side. The trachea and bronchi contained much 
frothy brownish red fluid. The mucosa was 
slightly reddened. The bronchial glands were 
slightly enlarged, brownish red, soft, juicy. 
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The lung tissue generally was that of chronic 
passive congestion. 

The two layers of the pericardium were 
bound down together by brownish, shaggy, 
somewhat membranous, rather soft fibrinous 
material, more or less easily peeled off in places. 
At the base this was somewhat more firmly ad- 
herent and when stripped left a reddened, 
slightly granular surface. In this meshwork 
in the pericardium there was about 100 c.c. of 
thin reddish cloudy fluid. The heart weighed 
440 grams; much enlarged. The myocardium 
was of good consistence, pale brown-red. The 
right ventricular wall was thick, 5 mm., the left 
ventricle wall 12 mm. The columnae carneae 
were fairly well marked on the left, thick on 
the right. Cavities: left, slight dilatation of 
the ventricle, considerable of the auricle; right, 
much dilatation. The auricular appendices 
were negative. The valve circumferences were 
mitral 8 em., aortic 6 em., tricuspid 12 em., pul- 
monary 7144 em. The curtain of the mitral 
valve showed much diffuse fibrous thickening 
with some irregular nodular thickening along 
the free margin. The chordae tendineae were 
slightly shortened and thickened. In places 
there were old verrucose granulations. The 
aortic valve along its free margin showed a 
slight amount of fibrous thickening and in 
places verrucose granulations. The other valves 
were free, negative. The aorta and great 
_ branches were negative. 

The liver and spleen showed chronic passive 
congestion. 

The wall of the gall-bladder was edematous 
but was otherwise negative. 

There was a broad band of old adhesions ex- 
tending from the liver to the diaphragm and 
one from the spleen to the diaphragm. 

The kidneys showed chronic passive conges- 
tion. No infarcts were found in any of the 
organs in this case. 

The skin over the lower extremities showed 
here and there small brownish red crusty areas 
with some slight loss of substance. There were 
a few similar areas on the trunk and one on the 
back of the right wrist. The left side of the 
anterior thoracic wall bulged slightly. 


CASE 11422 
MepicaL DEPARTMENT 


A COLORED man forty-nine years old entered 
March 26 in coma. The history was obtained 
from his wife. One brother had died suddenly 
of unknown cause. The patient drank whiskey 
to excess. For fifteen years he had complained 
of backache and headache and had not slept 
well. He frequently vomited before breakfast. 
For years he had urinated three or four times 
at night. At times he complained of dyspnea. 

At noon the day before admission he suddenly 
fell in the doorway and was found unconscious. 


There was no suspicion of any injury previous 
to the fall. He had never had a similar attack. 

Examination showed a well nourished man in 
coma, with Cheyne-Stokes respiration. Pressure 
on the supraorbital nerve caused slight motion 
of the legs. There was no odor of alcohol on the 
breath and no evidence of injury to the head. 
The apex impulse of the heart was seen and felt 
in the sixth space 11 em. from midsternum, 2 
em. outside the nipple line, corresponding to the 
left border of dullness. The right border was 
5 em. from midsternum. The action was reg- 


ular, the sounds of fair quality. There were no 


murmurs. The aortic second sound was accen- 
tuated. The artery walls were thickened and 
tortuous. There were many moist medium rales 
throughout both chests. The right pupil was 
larger than the left. Both were small and did 
not react. There was double Babinski. The 
cremasteric and abdominal reflexes were absent. 
The left arm was spastic, with increased reflexes. 
The right arm was apparently normal. There 
was no edema. 

The temperature was 100°, the pulse 80, the 
respiration :28. The blood was normal. The 
urine was not examined. A lumbar puncture 
gave bloody fluid under increased pressure. 

The patient died without regaining conscious- 
ness or showing any new signs. , 


DIscussIon 
BY DR. MAURICE FREMONT-SMITH 


Backache, of course, means nothing. Head- 
ache, poor sleep, vomiting before breakfast, may 
be simply the results of excess drinking, as a 
secondary chronic gastritis and atrophic intes- 
tinal canal, or may be the signs of chronic neph- 
ritis with hypertension. The fact that he 
had passed the urine at night again may suggest 
a chronic nephritis or a prostatic enlargement. 
Further details as to the urinary symptoms 
would help us to make a differentiation. 

Sudden profound unconsciousness usually 
means cerebral hemorrhage or embolus. If one 
knows that the onset is actually a sudden one 
and if trauma to the head be eliminated, one of 
these two conditions is the probable cause. When 
a patient is found, however, in coma and the 
condition of onset is not determiried, one has to 
think of uremia, diabetes, meningitis, syphilitic 
or acute, drug poisons, morphin, opium or al- 
coholism. It must not be forgotten that brain 
abscess or tumor may give rise to sudden onset 
of convulsions or sometimes’ coma. Likewise, 
pneumonia may cause coma in a very few hours 
after onset. Cheyne-Stokes respiration suggests 
intracranial pressure. It must never be over- 
looked that the odor of aleohol in the breath 
does not necessarily mean coma from alcoholism. 

The heart here is enlarged both to right and 
left. The accentuated aortic second sound sug- 
gests hypertension, although we have no blood 
pressure record. The complete absence of mur- 
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murs is against an infarct, which when taking : 


ploce to the brain usually must take origin from 
the mitral or the aortic valve, and also argues 
against syphilitic cardiovascular disease. 

The pupils in cerebral hemorrhage are usually 
equal, sometimes unequal, and frequently do not 
react to light if the coma is deep. Very small 
pupils occur in hemorrhage in the region of the 
pons. A lesion here, however, usually causes 
third nerve paralysis. 

The Babinski reaction occurs wherever the 
lateral pyramidal tracts are interfered with, 
whether this be at their origin in the cerebral 
cortex, in the region of the internal capsule, or 
in the cord. As extensor reflex is evidently the 
response to stimulus which would normally take 
place were the cerebral inhibition not present, 
whenever for one reason or another this inhibi- 
tory power of the cerebrum is interfered with or 
cut off the extensor reflex takes place. The fact 
that the left arm was spastic places the lesion 
on the left side, and the fact that the arm only 
is affected, if this be actually the case, would 
place the lesion in the cortex rather than in the 
internal capsule, where even a small hemor- 
rhage would involve tracts leading to a larger 
area of the body. 

We are never safe in making a diagnosis 
without an examination of ‘the urine. I recall 
one case in which the urine examined post mor- 
tem showed a large amount of sugar which had 
not been suspected during life. A small amount 
of sugar in the urine, however, often occurs in 
cerebral hemorrhage. 

Bloody fluid in a lumbar puncture of course 
may be due to faulty technic. At the time of 
puncture, however, blood caused by putting a 
needle into a vein and that actually mixed with 
the spinal fluid may be differentiated. The 
fact that the fluid was under increased pressure 
is another argument for cerebral hemorrhage. 


CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 
Cerebral hemorrhage. 


DR. MAURICE FREMONT-SMITH’S DIAGNOSIS 


Arteriosclerosis. 

Cerebral hemorrhage, probably left motor 
tical region. 

Chronic nephritis ? 


cor- 


ANATOMICAL DIAGNOSIS 
1. Primary fatal lesion 


Cerebral hemorrhage into the left hemisphere 
with rupture into the ventricles. 


2. Secondary or terminal lesions 


Slight arteriosclerosis. 
Slight hypertrophy and dilatation of the 
heart. 


3. Historical landmarks 
Chronic perihepatitis and perisplenitis. 


Dr. RicHarRDsoN: The meninges were nega- 
tive. The vessels.of Willis showed scattered 
along their walls innumerable small fibrous 
plaques. The sinuses and middle ears were neg- 
ative. There was a considerable amount of 
fluid blood at the base of the brain. The brain 
in the region of the left hemisphere was boggy. 
In the region of the wall of the third ventricle 
blood oozed through from the ventricle. The 
cavities of all the ventricles were distended and 
filled with fluid blood and blood clot. ‘The tissue 
of the right hemisphere and of the cerebellum, 
pons, medulla and crura was negative. The tis- 
sue of the left hemisphere showed a large area 
within it where the brain was disintegrated and 
infiltrated with a large amount of blood and 
blood clot. The basal ganglia on the left were 
largely disintegrated and infiltrated with blood 
and blood clot. The disintegration and blood 
infiltration were continuous with the blood and 
blood clot in the left lateral ventricle. | 

The skin in the lumbar region near the spinal 


/ecolumn showed a brown-red spot, tap wound. 


The bandage over this at the time of necropsy 
was soaked with blood. 

The thoracic and abdominal organs were ex- 
amined im situ and showed only the following 
conditions for note. The heart showed slight 
hypertrophy and dilatation. The aorta showed 
a slight amount of fibrosis and a few calcareous 
areas. There was a slight amount of perihepa- 
titis and perispl>nitis. 

A frank ease of a cerebral hemorrhage with 
rupture into the left ventricle, associated with 
arteriosclerosis of the vessels of Willis. 


CASE 11423 
SurcicaL DEPARTMENT 


A Canadian “clergyman of forty-eight was re- 
ferred from the Consultation Clinie May 20 
complaining of indigestion. His father died 
of tuberculosis of the lungs, his mother of 
chronie bronchitis (probably tuberculous). The 
patient had pneumonia at two and four years 
and searlet fever at three years. In childhood 
he had measles, followed by chronic cough for a 
year. Since he was nineteen he had had vitili- 
go, which had not changed for years. Twenty- 
three years before admission and last summer 
he had hives. At twenty-eight he had chronie 
sore throat for two months, with difficulty in 
swallowing. A year before admission he had 
pleurisy with pneumonia. For the past four 
years he had had increasing dyspnea on exer- 
tion, especially marked during the last few 
weeks. Since his last attack of pneumonia he 
had urinated once every night. Recently 
there had been slight dribbling following mic- 
turition. 

For years he had had gas and regurgitation, _ 
generally coming on an hour or two after eat- 
ing, particularly after acid foods, and relieved 
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by soda, occasionally temporarily by food. 
About twenty-seven years before admission he 
had an attack of ‘‘congestion of the liver’’ with 
pain in the right upper quadrant radiating to 
the upper chest and shoulder confining him to 
bed for three weeks. He had jaundice and 
severe constipation. Since that attack he had 
had several similar but milder ones, with jaun- 
dice. Seven years before admission a new 
symptom appeared, a period of a few minutes 
of an indescribable unpleasant sensation all 


fore admission, when he went on a soft solid 
diet which gave some relief. Four weeks before 
admission he began to have burning pain in the 
epigastrium slightly to the left, occurring three 
or four hours after meals and waking him in 
the early morning. He was sometimes re- 
lieved by ‘a change of position. He did not 
usually vomit with the pain. Three weeks be- 
fore admission and two or three times Jater his 
ankles were swollen in the morning. For ten 
days before admission the vomitus showed 


Shows a large irregular filling defect involving the lower part of the stomach and corresponding to the palpable tumor 


mass. The filling defect stands up along the posterior wall and 
ig absent over this area. Th tric stasis. 
The-thead 


here is no gas 
slightly dilated. _ of the six-hour meal has reached 


over his body making him feel like squirming. 
Two and a half months before admission he 
noticed that greater varieties of foods brought 
on gas and discomfort. Then he had attacks 
of diarrhea alternating with more severe consti- 
pation than usual. About once a week his 
bowels would become very constipated and not 
affected by the usual dose of cascara. On tak- 
ing this for three days he would have diarrhea 
for two or three days. For two months his ap- 
petite had been diminished. Six weeks before 
admission he began vomiting immediately to 
two hours after meals, rarely after breakfast. 


The vomiting became worse until the week be- 


also involves the antrum and the pyloric sphincter. Peristalsis 


The first portion of the duodenum appears normal in contour, 
the hepatic flexure. 


The negative is scratched. 


slight blood streaks. He had occasional vom- 
iting in the evening, food eaten at noon. Two 
or three times in the last three months he had 
noticed clay colored stools. Before his first at- 
tack of indigestion twenty-eight years before 
admission he weighed 180 pounds, his best 
weight. Five years before admission he weighed 
165, six months before admisson 157. His 
present weight was 128 pounds. Most of the 
loss had occurred in the past two months. 

Records of the Consultation Clinic show an 
additional history of constipation for twenty- 
five years. 

Examination showed a poorly nourished man 
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wi evidence of loss of weight. Scattered 

ver the skin of the entire body were spots of 
v3 vitiligo. The chest showed retraction of the 
praclavicular spaces, more on: the right. The 
heart and lungs were normal. In the epigas- 
trium to the left of the midline was a hard mass 
the size of an orange descending with inspira- 
tion, easily felt and possibly seen through the 
abdominal wall. 

The chart was normal. The specific gravity 
of the urine was 1.012 to 1.020. There was no 
albumin or sugar. The sediment showed rare 
leucocytes at one of two examinations. The 
hemoglobin was 90 per cent., the leucocyte 
count 1.005, with 58 per cent. polynuclears. 
There were 4,360,000 reds,: with slight achromia, 

poikilocytosis, _anisocytosis and  polychro- 
matophill. A Wassermann was negative. The 
stools were negative. X-ray showed a large 
irregular filling defect involving the lower part 
of the stomach and corresponding to the pal- 
pable tumor mass. The filling defect extended 
up along the posterior wall and also involved 
the antrum and the pyloric sphincter. _Peris- 
talsis was absent over this area. There was 
however no gastric stasis. The first portion 
of the duodenum appeared normal in contour, 
slightly dilated. The head of the six-hour meal 


had reached the hepatic flexure. The diaph- 
ragm was flat on the right side. The costo- 
phrenic sinus was obliterated. There was 


however fairly good respiratory movement. The 
lung fields were large and bright. 

May 23 the patient was discharged, to return 
for operation. 

May 28 he reéntered. 
the same day. 
it. Next day the temperature rose to 103.2°, 
the pulse to 120, rather weak. He vomited or 
regurgitated small amounts of dark materia! 
frequently. A nasal stomach tube was inserted 
and the stomach was kept on constant siphon 
drainage and washed out three times a day. 
The following day the pulse continued to rise 
and to grow weaker. He required considera- 
ble morphia for pain. His general appearance 
was bad. The abdomen was flat, and some- 
what tender throughout. He was given rectal 
tap water and subpectorals. June 1 he com- 
plained a good deal of abdominal pain. That 
morning he died. | 


Operation was done 


DIscUSssION 
BY DR. EDWARD L. YOUNG, JR. 


The past history, although it includes quite 
a variety of conditions, suggests only the pos- 
sibility of some tuberculous condition and does 
not especially suggest that any of his trouble 
would of necessity be important in the present 
illness. 

The story of gas and regurgitation lasting 
for years is rather indefinite, and although it 
might of course be due to a peptic ulcer it also 


He was in fair condition after 


might be. nothing but hyperacidity due to poor 
habits of eating. The story of the attack seven 
years before admission sounds more like a 
severe catarrhal jaundice than it does like any- 
thing else. It sounds to me as though the real 
story of his. present trouble started two and a 
half months before admission, when he noticed 
the increase in his indigestion. 


The vomiting which he speaks of suggests 
that there.is pyloric obstruction, but before we 
can say that with any certainty we must be 
sure that there is gastric retention, as shown by 
the recognition of food taken some time before, 
because vomiting can be due to gastric irrita- 
tion without retention as well as to pylorie ob- 
struction. The appearance of blood streaks in 
the vomitus does not necessarily prove that’ the. 
blood is from the stomach, because the irrita- 
tion of the esophagus and pharynx from con- 
tinuous vomiting often results in blood streaks. 
' The question of clay colored stools is impor- 
tant. I must confess I am a little more gun- 
shy about that than previously, because we 
have to be sure that the clay color was indeed 
the color due to absence of bile before we can 
believe it is important. 

To sum up the evidence given in the history, 
here is a man who has had indigestion for twen- 
ty-eight years. It is obviously impossible to say 
that he has had cancer for that length of time. 
It is possible that he has had an ulcer, but we 
should expect more definite evidence of trou- 
ble than he shows, although of course cases con- 
stantly occur in which the story is no more defi- 
nite than it is here. He has had about four . 
months during which this has increased rapid- 
ly, and with the loss of weight and the vomit- 
ing we are forced to believe that there is some 
condition present which is important. The 
relatively short duration of the. acute symp- 
toms in a man of his age suggests malignancy 
more than it does uleer. I do not believe it is 
possible without further examination to say 
any more than that. 

The mass in the epigastrium apparently is a 
very definite thing, as it is easily felt and even 
seen, and from its description it certainly sug- 
gests a mass in the stomach. A _ gall-blad- 
der would not be so definite as that.and would 
not be at the left of the midline. Moreover 
these attacks go very well with the story of 
trouble which we believe is in the stomach in 
spite of all his previous attacks. of jaundice. 
The high hemoglobin and high red count are 
against malignant disease. The X-ray is how- 
ever definite in showing trouble in the stomach) 
and it is much more suggestive of malignaney 
than of even old sear ulcer. . 

With the evidence all in it seems as though 
cancer of the stomach were the most probable 
diagnosis, and with a palpable mass the rule of . 
thumb, which is pretty accurate, points toward 
an inoperable condition. Nevertheless no one 
can be sure until the abdomen is opened. So 
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that with an absolutely bad prognosis without 
operation exploration seems to be the only thing 
to advise. In all of these cases where there has 
been a great deal of loss of weight it is neces- 
sary to bear in mind that even an exploratory 
operation may result fatally, and if it is con- 
sidered advisable to do a radical operation the 
mortality under these conditions is very high. 


X-RAY INTERPRETATIONS | 


The findings are those of malignant disease 
involving the lower half of the stomach, opera- 
bility questionable. There is no evidence of 
metastasis in the chest. ; 


MEDICAL CONSULTATION 


The diagnosis lies between gastric and col- 
onic carcinoma. I am inclined to stomach 
rather than colon because of the definite story 
of gastric stasis. Because of stasis it may be 
that surgery (palliative) is worth while, though 
whether a normal place to attach the loop can 
be found is far from certain. 


DR. YOUNG’S PRE-OPERATIVE DIAGNOSIS 
Cancer of the stomach. 
PRE-OPERATIVE DIAGNOSIS 
Carcinoma of stomach. 
| OPERATION 


Gas and ether. The stomach was very ex- 
_tensively involved with the growth, which ex- 
tended from the pyloric ring into the upper 
third of the stomach, occupying the anterior 
and posterior walls. Glands were palpated in 
the gastrohepatic and gastrocolonic omentum. 
The growth was very extensive, but not adher- 
ent posteriorly. The stomach was easily deliv- 
ered into the peritoneal fold. The stomach 
was apparently obstructed by the growth 
at the pylorus. Under these circumstances 
it was decided to do an excision of the 
stomach. This was carried out without diffi- 
culty and the continuity of the intestinal tract 
restored by the Polya method. The patient left 
the table in fairly good condition. 


PATHOLOGICAL REPORT 


The pylorus and a large area of adjoining 
stomach measuring 11 em. along the lesser cur- 
vature. Portions of both omenta are attached, 
containing clusters of enlarged lymph nodes. 
On section there is a large growth which almost 
completely fills the excised portion, leaving a 
small margin of apparently uninvolved mucosa 
at the greater curvature free. At both cut 
ends there are wide margins of thin-walled 
stomach except at the cardiac along the great- 
er curvature, where the incision passes through 
thickened walls.. The surface of the growth is 
smooth exeept at one portion, where there is a 


polyp the size of a cherry. There is no ulcera- 
tion. The walls throughout the extent of the 
growth are uniformly thick. ) | 

Microscopic examination shows the stomach 
obviously invaded by carcinoma composed of 
narrow rows of undifferentiated epithelial cells 
which show little alveolar arrangement. The 
growth is largely confined to the mucosa and 
submucosa and sends slender strands into the 
muscle. The cells vary greatly. They have many 
fibroblasts and wandering cells about them. 
Many of these latter are neutrophilic leucocytes. 
Occasional small tumor cell clusters oceur sur- 
rounded by mucus, and some of the cells con- 


-|tain large mucous vacuoles. 


The lymph nodes from both the omenta are 
all invaded by large atypical vacuolated epithe- 


lial cells without fibrosis. 


Carcinoma with metastases in the regional 
lymph nodes. 


FurRTHER DISCUSSION 


Exploration showed an incurable condition, 
but it was decided to do a radical operation. 
Following this the patient did not come back, 
and died in two days. Of course the shock of 


| the operation prevents the exhibition of any 


symptoms which would give us a definite lead as 
to the question of peritonitis, but it is not neces- 
sary to assume that in the face of. this opera- 
tion, as the shock of such an extensive job in 
itself may well have killed. 

I think the point of interest in the necropsy 
will be the question whether there was anything 
in the biliary tract that had persisted which 
might have given the symptoms of catarrhal 
jaundice which he has had several times. In 
view of the painful death which he would other- 
wise have had we can not regret the attempt at 
relief, even though it failed. 


CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 


Carcinoma of the stomach with metastases in 
the regional lymph nodes. 

Cachexia. 

Polya operation for gastric carcinoma. 


DR. EDWARD L. YOUNG’S DIAGNOSIS 


Cancer of the stomach. 
Operative shock. 
Peritonitis ? 


ANATOMICAL DIAGNOSIS 


(Carcinoma of the stomach with metastases 
in the regional lymph nodes.) 
Operation wounds for carcinoma of 

stomach. 
General fibrinopurulent peritonitis. 


the 


Dr. Ricuarpson: The examination was lim- 
ited to the operation field. 

The peritoneal cavity contained purulent 
fluid. The peritoneum generally was coated 
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with purulent exudate, a well marked general 
fibrinopurulent peritonitis. 

A portion of the stomach, about the upper 
half, was present. The lower end was sutured 
off. An anastomosis was established with the 
small intestine. There was no leakage in the 
region of the anastomosis. The sutures in the 
region of the stomach wall where it was sutured 
off seemed a little looser than elsewhere. There 
were no metastases in the liver. There were a 
few very slightly enlarged retroperitoneal 
glands, but microscopically they were negative. 
Further examination was restricted. 


CHILDREN OF TUBERCULOSIS 
PARENTS 


INFORMATION obtained from the office of the 
State Department of Health indicates that in- 
fants born of tuberculosis parents have slight 
chance of escaping death from tuberculosis if 
they remain in contact with the afflicted par- 
ent. Babies do not inherit tuberculosis, but 
almost all become infected and many of them 
die if left in continuous contact with their tu- 
berculosis parents. The results would be sim- 
ilar if other tuberculosis patients were closely 
associated with them in the home. The ques- 
tion is one of exposure to the disease rather 
than inheritance. The remedy for this condi- 
tion would be to remove the child from its 
home at birth unless the tuberculous patient 
goes to a sanatorium. ~ 

This view is in accord with an experience re- 
cently reported to the Academy of Medicine in 
Paris. According to this report 265 children 
were removed from the homes of their tubercu- 
lous parents at or very soon after birth and all 
escaped tuberculosis. Another group of 171 
children remained in the homes with their tu- 
berculous parents until they began to develop 
tuberculosis before they were removed. 
this number 13 or 7.6 per cent died of tuber- 
culosis. <A third group of 66 children born to 
tuberculous parents were not removed from 
their homes at all, and 54 or 82 per cent died of 
tuberculosis, most of them within the first year. 

For 37 of the 66 children in the last group, 
the hygienic conditions of the homes had been 
studied to find out if this were a factor in the 
high tuberculosis death rate. Of this number 
21 children were in continuous contact with tu- 
berculous parents and all died no matter what 
the conditions of their homes. In the other 16 
instances exposure to the disease was terminated 
by death of the tuberculous parent, and most 
of them survived. Thus it appears that con- 
tinuous exposure to the disease is a more im- 
portant factor in infants dying of tuberculosis 
_ the hygienic conditions under which they 
ive. 

The children removed from the homes of tu- 
berculous parents were normal in weight at 


|to the disease. 


birth but suffered the usual disadvantages of 
artificial feeding which resulted in a _ higher 
mortality rate during the first 3 months and a 
backward physical development up to 18 
months of age. After 3 months the mortality 
rate rapidly dropped to normal and weight was 
normal or greater than normal at the age of 4. 

Thus it appears that the birth of an infant in 
the home where a tuberculosis patient resides 
offers choices of procedure vitally affecting the 
future of the infant. If both the infant and 
the patient remain in the home, the infant is al- 
most sure to become infected and the outcome 
will depend largely upon the length of exposure 
If either the infant or patient 
be removed from the home, the infant will es- 
cape infection but will be subjected to the haz- 
ards of whatever method of feeding may be 
chosen. In view of these facts it would seem 
that an important measure of prevention would 
be to induce all tuberculosis patients in homes 
where there are infants or young children to 
enter a sanatorium where they will not be a 
danger to the children in their families. —Bul- 
letin Connecticut Department of Health. 


MIDWIFERY IN MINNESOTA 


Our attention has been called by the State 
Board of Health to a statement which appeared 
in a book by Dr. S. Josephine Baker (Child 
Hygiene, Harper and Brothers, 1925) that’ 
**Minnesota reports that over 75 per cent of its 
births are cared for by midwives,’’ whereas rec- 
ords of the State Board show that only 6 per ° 
cent of births in Minnesota are now attended by 
midwives and this percentage has been on the 
decrease for several years. 

A survey made in the summer of 1923 by the 
department of Child Hygiene of the State Board 


¢| of Health shows the additional fact that of the 


166 midwives tabulated outside of the three large 
cities in Minnesota the majority were elderly and 
foreign born and were not being replaced y 
younger material. The midwifery problem in 


Minnesota is therefore not a serious one and 


promises to solve itself. 


The article by Dr. Adair which appears in 
this issue of Minnesota Medicine (page 586) 
throws additional light on the midwifery situa- 
tion in one of the three large cities in Minnesota. 
He states that in Minneapolis the deliveries by 
midwives have diminished during the last ten 
years from 20 to 6 per cent. The condition in 
the cities is evidently following that in the coun- 
try districts. 

Of equal interest is the fact also brought out 
by Dr. Adair that the percentage of hospital de- 
liveries in Minneapolis has increased during the 
past ten years from 25 to 70 per cent. The rest 
of the state would doubtless show a more or less 
corresponding increase.—Minnesota Medicine. 
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PUBLIC EDUCATION AND CANCER 


_ THE increase of cancer among civilized peo- 
ples is an established fact. This increase may 
be to some degree relative, due to better statis- 
ties and greater longevity, but is certainly not 
entirely so. Every year half a million people 
die a cancer in the civilized countries of the 
wor 


Such a situation demands action, but unfor- 
tunately we know so little about cancer that no 
definite action striking at the very root of the 
matter can be taken. Investigations are proceed- 
ing in various countries, slowly but surely clos- 
ing in on the fundamental principles underly- 
ing the abnormal growth of cells. The technic 
of operations for the removal of neoplasms is 
being perfected ; very little more can be expected 
from this source. The one great outstanding fac- 
tor which can be influenced is the delay which 
exists between the appearance of the first symp- 
tom and, the operation for the removal of the 
growth. 


This doing away with loss of valuable time is 
the object of all who are trying to decrease the 
number of cancer victims. The American So- 
ciety for the Control of Cancer educates the pub- 


pamphlets. Mr. Charles P. Childe, a former 
president of the British Medical Association, 
discusses the question very thoroughly in his re- 
cently published ‘‘Cancer and the Public.’’ In 
this book, which grew out of “‘The Control of a 
Scourge, ” published in 1906, Childe has one 
thesis to which he reverts again and again. It 
is substantially this: in males one third of all 
cancers are so situated that they can hardly fail 
to escape detection, and are accessible to treat- 
ment; in females, one half of all cases are so sit- 
uated. ‘he parts so affected are, in males, the 
mouth, lip, skin, rectum, larynx and testis; in 
females, the breast, womb, skin, rectum and 
larynx. The author proceeds to show, from sta- 
tisties of different clinics, that the percentage of 
5 year cures obtained in any of these groups 
varies inversely with the length of time which 
elapses between first symptom and operation; 
the shorter the time, the greater the chance of 
eure. ‘‘If in a disease which is at first local 
and curable, but is always from its beginning 
tending to spread and become incurable, when 
women with cancer of the breast wait 8 months 


/on an average, it is still possible to cure 20 per 


cent of them; when women with cancer of the 
womb wait 6 months, to cure about 40 per cent 
of them; when men with cancer of the lip wait 
6 months, to cure 72.34 per cent of them; when _ 
men with cancer of the tongue wait 4.3 months, 
to cure 1¥ per cent of them; when people with 
eancer of the skin wait 19 months, to cure 59.84 
per cent of them; when people with cancer of 
the rectum wait 5 months, to cure 45 per cent of 
them; when people with cancer of the larynx 
(intrinsic) wait 6 to 12 months, to cure 43 per 
cent of them—what it may be asked would be 
the percentage of cures if patients did not wait 
at all?’’ Childe’s position is sound; much good 
will result from the teaching of this eminently 
sane doctrine. He would have it taught only to 
those in the cancer age—from 35 up—and to 
nurses, midwives and social workers, who come 
in contact with the poor and ignorant. He 
points out the beneficial results already ob- 
tained as a result of ‘‘cancer campaigning.”’ 
Ilis book is written for lay readers as well as 
for the medical profession, therefore he is wise 
in not going into too great detail. Unfortunate- 
ly for the strength of his contenton, time is not 
the only factor in the eurability of carcinoma. 
Recent pathological researches have shown that 
cancers may be graded according to their ma- 
lignity; the highly malignant type, character- 
ized by lack of differentiation among the cells 
and by numerous mitoses, even if operated ear- 
ly, is all too prone to recur. This fact, however, 
should ‘not deter us from aiding in every way 
the education of the public as to the importance 
of having suspicious symptoms investigated, 
and from being ourselves keenly alert to observe 
early signs in our patients, and strongly in- 
sistent that such signs should be given imme- 


lie by means of Cancer Weeks, lectures and| diate attention. 


A 
? 


> 


Volume 193 
Number 16 


EDITORIAL DEPARTMENT 


741 


A BETTER LAW RELATING TO MASSAGE 


PROBABLY the wisdom of more stringent con- 
irol of the practice of massage is not generally 
recognized. At present almost any person may 
.ceure the right to practice massage by apply- 
ing to a local board of health, for unless there is 
reason to suspect the applicant of unworthy pur- 
poses the license is granted. 

In Boston there are certain restrictions im- 
posed on the licensee. A male operator may not 
practice on a female and a female operator may 
not practice on a male. So far as we have 
learned Boston is the only municipality in this 
Commonwealth which imposes any restrictions. 

These simple regulations seem to be insuffi- 
cient and it has been brought to the attention 
of some public spirited citizens that the present 
law should be amended so that abuses may be 
corrected. Even well intentioned people may 
not know the principles of massage and may do 
harm. The publie should know that a licensed 
masseur is competent and trustworthy. Evi- 
dence indicates that the ostensible employment 


of massage has covered very objectionable prac- 


tices and the police have been unable in some in- 
stances to convict cultists who have attempted 
to practice medicine under cover of a masseur’s 
license. 

A person may apply any of the manipulations 
of the cults, lead his patients to believe that he 
is practicing chiropractic, for example, and yet 
defeat conviction by presenting a masseur’s li- 
cense. 

We have been assured that a bill will be draft- 
ed which, if enacted, will do away with many ob- 
jectionable practices. 

The medical profession should endorse this 
movement. 


PROMETHEUS UNBOUND 


ScIENCE seems to be a hardy plant, capable 
of withstanding summer heat and drouths and 
winter snows and vernal torrents. Mr. John T. 
Scopes of Dayton, Tennessee, was recently 
burned to a crisp by scorn, withered by logic, 
frozen out by adverse legislation and drowned 
in a torrent of oratory. Under the circumstances 
it is interesting to note in Science that a scholar- 
ship fund of $5,000 is being raised to further the 
graduate training of Mr. Scopes who enters the 
University of Chicago this fall, and that a major 
part of the fund is being donated by non-sci- 
entists. 

If this is a fair index of the sentiment of the 
less noisy of our fellow men, a few more Scopes 
trials should be invaluable in furthering scien- 
tifie education. We are reminded of the myth- 
ological character in Ilawthorne’s Wonder Tale 
who rose with seven-fold strength each time 
he was dashed to,earth. It is comforting, some- 
times, to reflect that not all men are fools and 
that we may: still retain a considerable portion 
of our faith in human nature. We hope that 


Mr. Scopes will attain high rank in his profes- 
sion and that he will be charitable toward his 
persecutors, for they knew not what they did. | 

There is a real danger, however, in anti-sci- 
entific legislation, for Truth seems always hidden 
by the blind spot in man’s eye. An example has 
been set for the passage of anti-vivisection laws; 
irregular practitioners are gaining their point 
in many states, and it is becoming increasingly 
difficult to retain compulsory vaccination, even 
where it is still practiced. For every one to 
kindle a light there are ten to extinguish it. It 
disturbs their sleep. 


A BRITISH VIEW OF AMERICAN 
MEDICINE 


<ApmirRAL Sim George LENTHAL 
CHEATLE, chief surgeon of King’s College Hos- 
pital, has recently returned to London from 
the United States, and has issued a statement, 
according to The New York Times, in which he 
declares that medical and surgical treatment 
of the highest technical skill is nowhere more 
effectively practiced than in America. 

Sir George Lenthal Cheatle was particularly 
struck by the manner in which physicians of 
the ‘‘consultant’’ rather than of the ‘‘general 
practitioner’’ class are joining themselves into 
groups whereby more efficient service may be 
given to the public in all walks of life at the 
lowest price. ‘‘There can be no doubt,’’ he 
adds, ‘‘of its complete success wherever it is 
available in America.’’ 

Sir George’s viewpoint is extremely interest- 
ing, since in this country, and perhaps more 


particularly in the East, group practice is still 


regarded as in the experimental stage and sub- 
ject to the dangers of certain evils, regardless 
of its unquestioned merits. Modern medicine 
ean certainly be practiced most effectively by a 
group system. The degree to which this sys- 
tem can be accepted depends on whether the 
combination is effected entirely for the benefit 
of the combining practitioners or for the mu- 
tual benefit of patient and physician. Group 
medicine has by no means been entirely free 
from the taint of commercialism. Where this 
factor can be removed and a pooling of re- 
sources effected for the sake of efficient and 
economical service to the patient. at a reason- 
able return to the physician, group practice 
will attain a respected and useful place in the 
community. 


TRIUMPHS OF PUBLIC HEALTH 


AN esteemed daily contemporary publishes an 
account of a lady of Spain who has recently 
given birth, at the age of 68 to her twenty-ninth 
child. Coming in this class, almost on the heels 
of the report of the celebration of his 150th 
birthday by a pastor of Constantinople, we are 
forced to marvel at the achievements of modern 
science. What a couple they would have made! 
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THE COUNCIL MEETING 


On October 7 the Stated Meeting of the Coun- 
cil of the Massachusetts Medical Society was 
held in the Boston Medical Library. The time 
usually devoted to the reading of the records 
was saved by the distribution of reprints of the 
proceedings of the last meeting. This is a 
great improvement over the usual custom of 
reading the records, for councillors may care- 
fully peruse the record and note suggestions 
for correction, if there should happen to be any, 
whereas during a reading one might miss some 
statement. 

Early in the meeting the President an- 
nounced that an invitation had been extended 
from the Hampden District Society to the Par- 
ent Society to hold its next annual meeting in 
Springfield. Dr. William C. Leary, President 
of the Hampden District Society, expressed the 
most cordial wishes of his District to have the 
Society meet in Springfield, with the assurance 
that effort would be made to make the meeting 
successful in every way. The Council voted 
unanimously and. enthusiastically to accept the 
invitation. The facilities of Springfield and 
‘the character of the membership in that section 
promise one of the most successful meetings of 
the Society. 

The Committee of Arrangements through its 
Chairman, Dr. John Rock, brought before the 
Council the question of exhibits and it was 
voted to have both scientific and commercial ex- 
hibits. These features have been profitable in 
the past and on many occasions disappointment 
has been expressed because of the omission of 
these exhibits in recent years. Acting on the 
suggestion of the President, an associate local 
committee, consisting of Drs. William C. 
Leary, Hervey L. Smith and John M. Birnie 
will function with the Committee of Arrange- 
ments. 

The last time the Society met in Springfield 
was in 1855. 

The, Committee on Legislation through Dr. 
Thomas J. O’Brien gave a preliminary report 
outlining the attitude of the Committee on bills 
which are to be considered this coming session 
of the legislature. Full information will be 
published from time to time relating to bills 
providing for one standard of practice, the 
elimination of restrictions relating to appoint- 
ments to membership on the Board of Regis- 
tration, and premedical education. 

The new section now called Radiology and 
Physiotherapy will function under the direc- 
tion of Dr. Lawrie B. Morrison, Chairman, and 
Dr. Frank B. Granger, Secretary, as provided 
by vote of the Council. This innovation will 
be a great help in ‘promulgating scientific 
knowledge relating to this branch of medicine. 

The question of the status of nurse anaesthet- 
ists as presented by Dr. A. E. Small did not 
develop much interest in the problems involved 
and no action was taken on the motion to place 


the society on record in affirmation of the prop- 
Osition that the administration of an anaes- 
thetic is a form of the practice of medicine. It 
may be that this question is not settled for all 
time. 

The desirability of publishing the results of 
the study of communicable diseases by Dr. 
Huber under the direction of the Committee on 
Public Health was affirmed. The treatise on 
‘‘Health Examination’’ by Dr. Joseph Gar- 
land will also be published in some form to be 
determined by the Committee on Scientific 
Papers and Finance. 

Arguments were presented in favor of the 
recommendations of the American Medical As- 
sociation that delegates to the House of Dele- 
gates should regularly visit the District Socie- 
ties throughout the State represented by such 
delegates. 

The seventy-fifth anniversary meeting of the 
Pennsylvania Medical Society then in session 
called for cordial greetings and congratulations 
which were expressed in a telegram by Dr. Bur- 


rage, the Secretary of the Massachusetts Medi- 


cal Society, in these words: ‘‘Dr. J. Norman 
Henry, President Medical Society of The State 
of Pennsylvania, University Club, 7 Front St., 
Harrisburg, Pa.—The Council of The Massa- 
chusetts Medical Society, in stated meeting as- 
sembled, sends hearty congratulations of The 
Massachusetts Medical Society to The Medical 
Society of The State of Pennsylvania on its 
75th anniversary.’’ 

The meeting was well attended and the 
business was transacted with dispatch. 

This reference to the meeting is only a brief 
synopsis of some features with the hope that it 
may lead to a careful perusal of the Official 
Records of the Proceedings by the Secretary 
which will appear soon. 


THIS WEEK’S ISSUE 


Contains articles by the following named 
authors : 

JOSLIN, Extiorr Proctor, A.B.; M.D., Har- 
vard, 1895. Consulting Physician to the Bos- 
ton City Hospital. Physician to the New Eng- 
land Deaconess Hospital. Clinical Professor of 
Medicine Harvard Medical School. Member of 
the following societies: Society of Clinical In- 
vestigation, Association of American Physi- 
cians, American Academy of Arts and Science, 
ete. His subject is ‘‘The Reduction of the 
Death Rate from Diabetes, particularly from 
Diabetic Coma, in Massachusetts.’’ 


FisHer, Davin, A.B.; M.D., Harvard, 1921. 
Resident Surgeon National Military Hospital, 
Milwaukee, 1923-25. Director Surgical Re- 
search Laboratory National Military Hospital, 
Milwaukee, 1923-25. Associated with him is 


MENsING, EpmMunn H., M.D., Northwestern 
University Medical School of Chicago in 1909. 


é 
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They write on ‘‘Glucose Infusions and Insulin Ghe Massachusetts Medical Society : 


in the Preparation of Poor Surgical Risks.’’ 


Van Hook, Wetter, M.D., University of II- 
linois College of Medicine, 1885. Formerly 
Professor of ‘Surgery at Northwestern Univer- 
sity Medical School and member of staff. Mem- 
ber American Medical Association and Chicago 
Medical Society. His subject is ‘‘Contribu- 
‘ions to the Surgery of Abdominal Hernia.’’ 


VERMOOTEN, VINCENT, B.A., A.M.; M.D., 
Johns Hopkins, 1923. Formerly Demonstrator 
of Anatomy, University of Cape Town and 
House Officer Johns Hdpkins Hospital. Now 
Assistant in Surgery Yale University Medical 
School. His subject is ‘‘Appendiceal Lith- 
iasis.”’ 

BarBerR, DanteL N., M.D., Harvard, 1923. 
Formerly House Officer Hartford (Conn.) Hos- 
pital. Associated with him is 


Mitten, James R., F.A.CS8.,. A.B., Johns 
Hopkins, 1911. F.A.C.S., Assistant Gynecolo- 
gist Hartford Hospital. Formerly Assistant in 
Clinical Obstetrics Johns Hopkins Medical 
School. They write on ‘‘Acute Appendicitis 
During Labor; Operation-Recovery.’’ 


Morse, JOHN L., A.B.; M.D., Harvard, 1891. 
Professor of Pediatrics Emeritus Harvard Med- 
ical School. Consulting Physician at The 
Children’s Hospital, The Infants’ Hospital and 
Floating Hospital, Boston. His subject is 
‘*Relation of Clean Milk to Progress in Infant 
Feeding.”’ 


Houmes, ArtTuur D., B.S.; Ph.D.; Formerly 
Laboratory Assistant Dartmouth College, In- 
structor of Chemistry University of Maine, [n- 
structor of Chemistry Massachusetts Agricul- 
tural College, Research Chemist United States 
Department of Agriculture, ete. Now Direc- 
tor of Research E. L. Patch Company.  Asso- 
ciated with him is 


Pigott, I|., B.S., Tufts College. 
Formerly Department of Chemistry Harvard 
Medical School. They write on ‘‘Studies of the 
Vitamin Potency of Cod Liver Oils. XVII— 
The Vitamin Potency of Salmon Body Oil.’’ 


Cates, Bengamin B., A.B.; M.D., Univer- 
sity of Pennsylvania, 1888. Formerly instrue- 
tor Tennessee Medical College. Consulting 
Surgeon Knoxville General Hospital. His 
subject is ‘‘Special Periostetomes for Cleft- 
Palate Work.’’ 


Bonner, CLarence A., M.D., University of 
Vermont Medical School. Formerly Assistant 
Physician and Assistant Superintendent Wor- 
cester State Hospital. Now Chief Executive 
Officer Boston Psychopathic Hospital. Mem- 
ber of American Psychiatric Association. His 
subject is ‘‘Mental Wounds.’’ 


MEMBERSHIP CHANGES 


Otis F. Kelly has moved from Danvers (Essex 
South) to Brighton (Middlesex South), where 
he is at St. John’s Seminary. 

Dr. Donald B. Cheetham has moved from the Worces- 
ter State Hospital to South Barre, Mass. His 
address is 21 Vernon Ave. 

Dr. Elmer H. Heath, Jr., has moved from the Massa- 
chusetts General Hospital, Boston (Suffolk), to 
the Johns Hopkins Hospital, Baltimore, Md. 
(Non-Resident List). 

Dr. William T. Patch has moved from Roxbury (Nor- 

folk) to Newton Center (Middlesex South). His 

office is Boston, 144 Commonwealth Ave. 


Dr. 


— 


MISCELLANY 


A TRIBUTE TO DR. VICTOR SAFFORD 


Rapio Review, By Harry Noyes PRatr on 
‘‘IMMIGRATION PROBLEMS,’’ By VIcTOR SAF- 
FORD, PUBLISHED BY Dopp, Mrap & Co. 


Dr. Victor SaFForp is an officer in the immi- 
gration service, entering into the work at Ellis 
Island thirty years ago. For a quarter of a 
century he has been influential in building up 
and making more effective the regulations gov- 
erning the admittance of aliens to this country. 
This recent volume from the press of Dodd, 


Mead & Co., Immigration Problems, is made up 


of a series of very readable personal reminis- 
censes covering Dr. Safford’s experiences in the 
service. They run all the way from humor to 
tragedy, and in their reading one gets not 
only a picture of the problems confronting the 
immigration officials, but also the problems of 
the immigrants themselves. He graphically pic- 
tures the efforts made to over-ride the deci- 
sions of the officials and to secure the admis- 
sions of excluded persons. To quote one in- 
stance given: 

‘‘An arriving alien, a boy about seventeen, 
was found to be an imbecile and so certified by 
the medical officers and excluded by a 
Board of Special Inquiry there is no 
legal provision (in cases of this kind) for an 
appeal to the Secretary of the Department. 
After employing lawyers, delaying deportation 
and fighting for over a month to get the boy 
admitted, the boy’s uncle . . . came to me 
and stated he had seen enough of the boy to 
know that we knew what we were about when 
we called him an imbecile and also had come to 
realize better what assuming the custody of an 
imbecile really meant. He had therefore de- 
cided to give up the fight, let the boy return 
and try to arrange for the boy’s care back 
home He had already spent over 
$1,000 for legal services in the case.. Another 
relative, however, stepped in and continued 
the fight and, if my memory serves me correctly, 
finally secured an order from the Secretary of 
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the Department directing the local immigration 
officials to release the imbecile.’’ 

Dr. Safford’s experiences illustrate how great 
a part the influence of members of congress and 
other government officials has played—in the 
past if not today—in the administration of our 
immigration laws. The whole volume, in fact, 
gives a view ‘‘back stage’’ which is keenly in- 
teresting. Not so heavy a book as its title indli- 
cates. 


GOLDEN RULE SUNDAY, DECEMBER 
SIXTH 


Dr. WENDELL President of the 
American Medical Association, has accepted the 
chairmanship of the Golden Rule Sunday Co- 
operating Committee as the representative of 
the medical profession. The object ef the com- 
mittee is to promote international good-will and 
to focus attention on the needs of the war or- 
phans of the Near Kast. 

Golden Rule Sunday falls this year on Decem- 
ber sixth. On this day you are asked to eat a 
humble meal of bread and stew such as the 
homeless children under American care in the 
Near East eat every day in the year. Then make 
as adequate provision for them as you would like 
to have made for yourself if conditions were 
reversed, remembering: ‘‘Whatsoever ye would 
that men should do unto you, do ye even so 
unto them.’’ 

Aside from caring for the war orphans of 
the Levant, Dr. Phillips calls attention to the 
great medical work that the Near East Relief 
has initiated, especially in Greece, where the 
necessity for stamping out malaria among the 
orphans had led to wider service to the entire 
community. The most notable illustrations of 
this are to be found in Macedonia and the an- 
cient city of Corinth, where malaria has been 
reduced as a result of an organized campaign 
conducted under the direction of Near East Re- 
lief doctors and nurses. The complete absence 
of typhus, where last year there was an epi- 
demic carrying off large numbers of victims, is 
largely attributed to the precautionary mea- 
sures taken in connection with the institutional 
work of the Near East Relief, co-operating with 
governmental agencies. 

The ‘‘K’’ Fund, provided by one of the 
many friends of Near East Relief, has, during 
the past year, enabled the organization to reach 
outside of the orphanages and give elementary 
medical care in the refugee camps and villages 
about Salonica, the great refugee port of Greece. 

Another important development of the medi- 
cal work in the Near East, where there is a 
utable dearth of trained nurses, has been the 
organization of a nurses’ training school in 
Athens and Alexandropol, the metropolis of 
Russian Armenia, where the older orphan girls 
are given training as nurses. | 


servance of Golden Rule Sunday. Last year 
the appeal sent forth to aid 50,000 war orphans 
under American care in the Near East. Today 


there are about 35,000 needing aid, the other. 


15,000 having either been adopted by families 
or graduated into industry. Of those who re- 
main 80% are less than 14 years of age, so such 
a drastic cut will not be possible next year. It 
will probably take at least four or five years 
more before the task is completed. 

Orphanage centers are now located in Syria, 
Palestine, Greece, and Russian Armenia. 115 
Americans direct the work assisted by native 
personnel. Industrial ‘training is a part of the 
educational program in all orphanages for the 
children must be ready for self-support by the 
time they are fifteen or sixteen years of age. 


NEW HOSPITAL FOR NEW YORK 


THE first private general hospital to be 
erected in New York on the West Side, with 
radio in every suite, specially designed stain- 
less-steel furniture, a solarium, open air sun- 
garden and the latest operating and special 
treatment rooms, will immediately be built on 
‘the south side of 76th Street just east of Am- 
sterdam Avenue. The entire building is to be 
odor and noise-proof and the furnishings and 
decorations will express an entirely new note 
in that they will combine the atmosphere of the 
tasteful, modern home and all that is known 
regarding sanitary furnishings, © 

There are about twenty-five practitioners 
and specialists of medicine and surgery inti- 
mately interested in the project, but the build- 
ing, its equipment and service are to be at the 
disposal of the entire profession. 

~It will be opened about. May 1, 1926. The 
operating and X-ray rooms, the Solarium and 
open air sun roof have been designed to give 
patients every exclusive benefit and luxury. 

The building will be eight stories, steel frame, 
absolutely fire and noise-proof. There will be 
sixty suites, with a capacity for seventy-eight 
patients. Only contagious diseases will be ex- 
cluded. The property fronts forty feet on the 
south side of 76th Street with a depth of one 
hundred and two feet. 


HEALTH WORK HANDICAPPED BY IN- 
ADEQUATE REPORTS OF DISEASES 


‘*For a number of years, the Federal Gov- 
ernment through its agency, the Public Health 
Service, has insisted on obtaining from State 
and local health authorities, reports of com- 
municable diseases, with very little share in 
the expense of collecting this data,’’ said Sur- 
geon General Cumming in an interview today. 

‘State health officers are demanding better 
reports of preventable diseases. At the last 
conference of the State health officers with the 


December sixth marks the third annual ob- 


Surgeon General, they proposed and unani- 
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mously adopted a resolution, asking that the 
Surgeon General take steps to create a regis- 
tration area for morbidity reports comparable 
to the registration areas of the Census Bureau 
for births and deaths. 

‘‘The number of insane and feeble minded, 
many of whom are in this condition as a result 
of preventable diseases, is constantly increasing 
and adding to the burdens of the taxpayer. 

‘‘During the calendar year 1922, the last for 
which data are available, there were 78,070 per- 
sons eared for in alms houses and 348,928 in 
liomes, day nurseries and similar institutions. 
In addition to these, there were in hospitals and 
_ other institutions for the care of the insane and 


feeble minded and epilepties a total of 348,174: 


persons. Reeords show that more than 400,000 
persons go out from our State and Federal pen- 
itentiaries annually; many of those of our de- 
pendent classes as well as many of those in 
penal institutions are suffering from preventa- 
ble diseases which in some measure are factors 
in their dependency or delinquency. 

‘‘Kor several years past, an effort has been 
made to obtain appropriations for improving 
the accuracy and completeness of reports of 
diseases of man but without success. An es- 
timate of $4,000.00 for this work was approved 
by the Bureau of the Budget for the fiscal year 
1925, but this appropriation was not approved 
by Congress. A like estimate was submitted 
for 1926 but this also failed. 

‘‘The last Congress ratified an international 
Pan-American sanitary code or treaty ap- 
proved by the President, providing that each 
signatory power thereto, shall collect and pub- 
lish statistics of communicable and preventable 
diseases, and this treaty has already been rati- 
fied by a number of Latin American republics 
and it is believed will soon be ratified by practi- 
cally all of them. 


“‘It is of the utmost importance,’’ said Sur-| 


geon General Cumming, ‘‘that provision be 
made for the better collection of morbidity sta- 
tistics, including those diseases which play such 
an important part in the production of insan- 
ity and feeble mindedness.’’—United States 
Public Health Service. 


NATIONAL BOARD OF MEDICAL 
EXAMINERS 


THe National Board of Medical Examiners 
has announced this week that two additional 
states, Connecticut and Utah, have notified the 
Board that henceforth they will accept its cer- 
tificate qualifying physicians to practice medi- 
cine in those states. The certificate of the 
Board is now recognized in more than 30 states, 
and in Great Britain. 

The Board also announces that at the June 
cxamination, held at 30 medical schools through- 
out the country, a total of 508 was examined, 
the largest number ever to take the written ex- 
amination of the Board. se? 


Of the 334 candidates who took either the 
complete examination in Part I (which covers 
the first two years in medicine) in June, or 
completed Part I by taking subjects previously 
postponed, Ralph Lichtenstein of Philadelphia, 
who obtained his medical education at the Jef- 
ferson Medical College, Philadelphia, earned 
the highest number of credits, securing 394 out 
of a possible 435. Euclid P. Ghee, of Jersey 
City, who is a member of the class of 1927 of 
the Harvard University Medical School, stood 
second with 392.3 credits. 


THE DUTY OF THE FAMILY PHYSICIAN 
BY D. E. SULLIVAN, M.D. 


Secretary, New Hampshire Medical Society, 
Member Gorgas Memorial Institute 


For many years there has been a well organ- 
ized system in the United States to protect pub- 
lie health—that is the health and lives of citi- 
zens aS a mass formation. Thereby have been 
accomplished definite results in some instances, 
notably the practical elimination of typhoid - 
fever as a menace and the protection of school 
children through ‘medical supervision and the 
application of preventive measures. 

In the meantime, however, the individual has 
received scant attention and only during a 
more recent period have his particular require- 
ments claimed the attention of the medical pro- 
fession. While the need of regular periodic 
physical examinations is now recognized and 
advocated by all progressive physicians and has 
been officially urged by the American Medical 
Association through the House of Delegates, it 
does not require very close observation to note 
the indifference of our fellow practitioners to 
the call. 

State and County societies have evidenced 
codperation with the central organization by 
the adoption of resolutions, naming special 
committees to carry on the work and devoting - 
space on their programs to its consideration but 
what, so far, has been the response of the vast 
majority of the members? Very few of them 
have heartily recommended it to their families 
or given the subject anything more than a pass- 
ing consideration. 

The opportunity is ripe to confine such an 
important matter to the ranks of family physi- 
cians and wrest it from exploitation by com- 
mercial institutes. But this will rot be accom- 
plished, unless we display more personal, active 
interest in getting the message to the people. 
We need to be codperative, ‘‘to push’’ the 
splendid educational work of the Gorgas Memo- 
rial Institute, now under way in the news- 
papers of our country. : 

While the more urgent application of the 
necessity of this work may be of greater vital 
interest to men and women of mid-life, no age 
or class is exempt. | 


| 
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A careful scrutiny of a babe may disclose! 


conditions or apparent tendencies of disease 
which, recognized in season, will result in a 
sound mind in a sound body instead of a crip- 
pled limb or arrested mental development. 

The growing child will record defects of eye- 
sight or hearing unrecognized by the parents 
and by properly applied remedies saved from a 
life of dependency and so on through the sev- 
eral decades until its greatest worth is found 
after middle life. It is our duty to be the 
leaders in this movement, to enter upon it with 
well equipped and united ranks, to give proper 
publicity of its necessity to the people and de- 
vote full and sufficient time to every ex- 
amination. 

Too long has the mind of the medical man 
been focused on disease principally. Let him 
now devote special attention to the presumably 
well. The average person cannot be expected 
to recognize the indications of developing, harm- 
ful symptoms of disease. Let our profession re- 
solve to contribute to human progress the best 
of its resources-—From Gorgas Memorial Instt- 
tute. 


UNITED STATES PUBLIC HEALTH 
SERVICE 


Health Conditions Generally Satisfactory, Says 
Surgeon General Cumming 


‘‘HEALTH conditions in the United States 
have been generally good, so far, this year,’’ said 
Surgeon General Cumming of the United States 
Public Health Service in an interview today. 

‘‘Preliminary figures indicate that the death 
rate of the United States for the first seven 
months of 1925 will be lower than the average 
for the last five years in spite of the fact that the 
rate for the month of June was considerably 
higher than the usual rate for that month. This 
was probably due in some measure,’’ said the 
Surgeon General, ‘‘to the ‘heat waves’ which 
prevailed over a large part of the United 
States. 

‘‘Reports from State and city health officers 
indicate that most of the more common commu- 
nicable diseases have been less destructive than 
usval this summer. 

For eight weeks since the first of July, the 
States which report regularly to the United 
States Public Health Service have recorded ap- 
proximately 6400 cases of diphtheria. Last year 
for the corresponding period, these same States 
reported nearly 8100 cases, a decrease for the 
period of 20 per cent. During the same period of 
time, reports of measles indicated a decrease 
from last year of 27 per cent while scarlet fever 
decreased 14 per cent. 

‘‘During the spring and summer months, the 
prevalence of infantile paralysis usually in- 
creases. This year the increase in some parts of 
the country has been marked. 

‘‘Thirty-two States reported 1463 cases of in- 


fantile paralysis for eight weeks this summer 
and 635 cases last year for the same period. This 
increase is not uniformly distributed. It is par- 
ticularly noticeable in California, Minnesota, 
Missouri, New Jersey, North Dakota, South Car- 


olina, and Wisconsin. With the coming of cooler 


fall weather the danger from this disease dim- 
inishes. 

‘*For many years the incidence of typhoid fe- 
ver has been decreasing in the United States. The 
general death rate per 100,000 population in the 
registration area dropped from 25.9 in 1900 to 
6.8 in 1923. This year, however, there seems to 
have been a slight reaction. Since the first of 
July, 33 States have reported 7173 cases of 
this disease, which may be compared with 5013 
eases last year, an increase of 43 per cent. Some 
of this apparent increase, however, may be due 
to more nearly complete reporting of cases. 

‘‘The ports of Oakland and San Pedro, Cali- 
fornia and New Orleans, Louisiana, have been 
declared free from plague and outgoing quaran- 
tine measures have been discontinued. The Mex- 
ican authorities upon information tendered by 
the Public Health Service have agreed to the 
discontinuance of the disinfection of mails from 
Los Angeles, California and also to the suspen- 
sion of the fumigation of freight trains from 
that city except in cases in which the Public 
Health Service deems this measure necessary. 

‘*Because of the absence of yellow fever from 
Mexican, Central and South American ports 
and the very low incidence of this disease even 
in countries where it is present, there has been 
no “‘close quarantine’’ this year on account of 
yellow fever, which means, of course, that there 
has been no detention of passengers. The ab- 
sence of yellow fever in Latin American coun- 
tries is unquestionably due to the relentless cam- 
paigns which have been carried on against the 
yellow fever mosquito.’ 

In concluding, the Surgeon General expressed 
the hope that the authorities of those countries 
where yellow fever infection stjll remains at the 
prese:it time will continue the work of extermi- 
nation until quarantine authorities will no 
longer have to consider measures against this 
disease. 


NURSING STANDARDS 


‘WHEN the American Red Cross undertook 
the development of public health nursing one of . 
the first steps was the establishment of certain 
minimum qualifications with respect to the 
training and experience in public health nurs- 
ing to be required of all nurses assigned public 
health nursing positions in Red Cross Chapters. 
Adherence to this standard was not unattended 
by criticism. Chapters awakened to the need 


for public health nursing, keen to get under 
way and delayed by the necessity of waiting for 
a qualified nurse, often felt these professional 
requirements to be unnecessarily high. 


Nor 
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were the Chapters alone in their eensure.. Six 
or seven years ago there were many ‘state and 
county health officers who thought the Red 
Cross standard excessive. — 

In the intervening years, however, the nurse 
with proper preparation has so adequately 
demonstrated her advantage over the unpre- 
pared nurse that beth Chapters and public au- 
thorities alike are now convinced that instruc- 
tion and experience in public health nursing 
are prerequisites. As one result, minimum 
standards have been written into the laws of 
a number of states. In some instances these 
standards have been those of the American Red 
‘Cross. In other instances they have been even 
higher.—The Red Cross Courier. 


SECOND HEALTH UNIT OF GEORGE R. 
WHITE FUND STARTED 


Puoto shows the laying of the cornerstone 
of the new health unit at Paris and Emmons 
Sts., Boston, by trustees of the George Robert 


Danings, a five-year period nineteen persons 
were killed by lightning in Massachusetts, an 
average of 3.8 per year. 

The man on the farm is more than ten times 
as likely to be struck by lightning as the man in 
the city. Steel framed buildings and trolley 
wires relieve the electrical tension. Dr. Gil- 
bert believes that lightning rods are of value in 
protecting farm buildings. 

The city man, however, is twenty thousand 
times more liable to deaths caused by automo- 
biles than his brother on the farm. Lightning 
is merciful as compared with the automobile. 


THE EXAMINATIONS BY THE NATIONAL 
BOARD OF MEDICAL EXAMINERS. 


THE certificate of the National Board is now 
recognized by thirty-five licensing boards includ- 
ing those of thirty-three states, Porto Rico and 
the Canal Zone. Only ten were admitted to ex- 
amination in 1916. In 1924 nine hundred and 
seventy-eight candidates were examined. Con- 


- SECOND HEALTH UNIT OF GEORGE R. WHITE FUND STARTED. — 


White Fund, and the 2d unit in 9 months to be 
started. Mr. White, deceased, created the fund 
that the people of Boston may have free advice 
and care from these health centers. The first 


unit has made such a success that medical ex- |: 3 


perts have written, and come from all parts of 
the world to learn the method and procedure 
of the first health unit. 


THE DANGER OF LIGHTNING | 


Dr. ARTHUR W. GILBERT, Massachusetts Com- 
missioner of Agriculture, has estimated the 
chance of death by lightning, which is only one 
in more than a million. . 


‘necticut now permits the examining board to ac- 
-cept the credentials of the National Board ver 
out further examination. 


CHILD HEALTH SURVEY 


THe American Child Health Association has 
recently submitted its final report on a health 
survey of 86 cities. Each of these cities was 
found to be carrying on some organized effort 
for bettering the health of children, although 
the amount on the average is but one half of 
what might be expected in a reasonable program. 

The greatest needs were found to be well 
trained health officers. giving undivided’ atten- 
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tion to the task, standardization of method, 
‘more thought in explaining health work to the 
public, and better team work among public and 
private health agencies. : 


COFFEE DRINKING 


Corres drinking has been made the subject of 
a scientific investigation by the Mellon Institute 
of Industrial Research of the University of Pitts- 
burgh, and the results have recently been re- 
leased. Two important objections to the use of 
coffee among children seem to be its undesirable 
and unnecessary stimulative effect and its lia- 
‘bility to be substituted for milk. The aged were 
also found to become more sensitive to caffein 
than those of fewer years. 


CORRESPONDENCE 


SUMMER COGITATIONS 


Dear Mr. Editor: — 

In a moment of midsummer madness you ask 
for my summer cogitations. ‘‘Cogitation’’ 
means thinking, doesn’t it? Is thought stimu- 
lated on a little rocky point in Penobscot Bay, 
basking in sun and wind, with the sea below, the 
sky above, and the everlasting hills across the 
water? On a rainy day, however, temptation 
to avoid thought is less insistent, and here are a 
few cogitations, such as they are, and if such 
you please to dignify them. 

Incidentally, why is Maine the only State com- 
monly spoken of as the ‘‘State of Maine’’? Is 
it to mark its setting apart from Massachusetts 
acentury ago? 

It happens that these past summers I have 
had contacts with three neighbor medicos, con- 
tacts close enough to make me wish them closer 


and more frequent. One, a graduate of a lead-. 


ing medical school, did general practice until 


surgery swallowed him up. He does the surgery. 


of a large area, and would be a good surgeon 
anywhere. The other two are graduates of minor 
schools, and lacked earlier advantages, save 
necessity and enthusiasm. Are there any 
greater? 

One began his medical study in a horse stall 
in odd moments snatched from stable duties. He 
is now an overworked general practitioner, doing 
well a large amount and variety of surgery, ma- 
jor as well as minor, in a well appointed hos- 
pital. He spends at least a month every winter 
in New York ‘‘brain-dusting.’’ The third pre- 
sides over a small settlement, beginning practice 
in a remote lumber camp where he did his best 
to meet everything which came along, from un- 
conscious psychotherapy through surgery to 
smallpox and diphtheria. To any one of these 
men I would entrust. myself, knowing that he 
would do well by me and refrain from doing 


anything which another within reach could do 


better. I have reason to believe that I have 


other similar medical neighbors—anybody with- 
in twenty miles is a neighbor—but speak here 
only of those whom I know well. sss 

In the city we select our adviser or advisers, 
partitioning our bodies. If we do this wisely we 
do well. I have long felt and often said that 
most of us city doctors are lame ducks. Use 
may develop a single leg into a‘superleg, but, 
by and large, two good legs are better. A con- 
centrated crystallizes quicker than a dilute solu- 
tion. As the city doctor. gets into middle life he 
is apt to see a deal of some things, very little 
of many others. He must read widely and seek 
contact with others, non-medical as well as medi- 
cal. Were I called upon to lay out a course for 
a life devoted to medicine, I should be tempted 
to crown the best procurable preliminary and 
professional training with a year or two in a 
lumber camp—if you like—isolation, scant out- 
ward resources, the necessity of doing, unaided, 
the best thing possible at the time. Then let 
him gradually specialize, if he will. Neither he 
nor his patients will suffer from his hard ap- 
prenticeship. Utopia, yes. I am only ecogitating 
—in the summer. 

‘‘Lives of great men all remind us’’—I have 
lived with three this ‘summer, Huxley, Osler and 
Acland. Such very different men! But with the 
common factor of an intense and varied life 
devoted to humanity. The early training of 
Huxley and Osler may be fairly classed as — 
meagre. Both died at seventy, Huxley in 795, 
Osler in 1920, Osler had no such grilling as 
had Huxley, when, after qualifying in medicine, 
he entered the Navy and was four years on the 
Rattlesnake, mostly off the New Guinea Coast in 
Torres Strait, pursuing science under condi- 
tions which would have daunted most men. The 
‘‘moderate’’—as we say down East—man- must 
have conditions met before he can move. The 
big man’s faith moves mountains and forces 
conditions,—Harvey, Faraday, Claude Bernard, 
Pasteur, for instance. In later life Huxley high- 
ly valued these hard years. A hater of shams, 
he must expose what he believed to be such. A 
singularly clear thinker and expositor, he was a 
doughty knight of science at a time when she 
needed a champion. One may question whether 
he did not expend undue energy and time in 
controversy, but we must remember that he was 
himself and a man of his time. 

Evolution is a body blow to the literal inter- 
pretation of the Biblical story of creation. Fun- 
damentalism in 1860 was well nigh universal in 
Christendom. Evolution was shocking and sub- 
versive. It was not in Huxley’s nature to shun 
controversy, and he probably did more than any 
other one man to support evolution, to him the 
pivot of free thought based on evidence. Hux- 
ley and Osler alike were very conversant with 
the Bible, and alike admirers of it as literature. 
Osler was content to let it rest at that, amused, 
rather than distressed, by its obsolete biology 
and geology. Osler never would have fought 
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the battle which Huxley had done so much to 
win before Osler’s maturity. 

Huxley gave the opening address at the Johns 
Hopkins University in 1876. Dr. Acland, Regius 
Professor of Medicine at Oxford, iater Sir 
Henry W., was consulted by Dr. John S. Bill- 
ings about the plans of the Johns Hopkins Hos- 
pital. Educated at Harrow and Oxford, his 
carly training is contrasted with that of Huxley 
and Osler. He was a man of keen and restless 
intellect. A lady whom I well knew spoke of 
him as ‘Shaving more feelers out than almost 
anyone she had ever met.’’ His services to sci- 
ence and medicine are, I fear, little known in 
this country. When appointed Regius Profes- 
sor in 1857, science was held in little esteem 
in Oxford, medicine in none. In addition to his 
broad and well trained mind, to his character 
and personal charm, he had the prestige of mem- 
bership in one of the oldest and best English 
families with the contacts it rendered possible, 
no small asset in those days at least. These ad- 
vantages in combination enabled him to win a 
bard fight at Oxford, the winning of which 
probably went far to make the Regius Profes- 
sorship acceptable to Burdon Sanderson, and, 
later, to Osler. Acland and Huxley were as one 
in their zeal for science. Their theological views 
differed widely but there seems to have been 
no real clash between the men. Huxley writes 
to a friend,—‘‘I like what I have seen of Acland. 
He seemed to have both intelligence and voli- 
tion.’’ Acland, in letters to Gladstone, deli- 
eately urges him to keep his hands off science, 
and in one he says,—‘But I would say to any 
friend, Don’t argue with Huxley or people of 
that kind at all.’” He doubtless wished that 
Huxley would keep his hands off religion. Others 
may have forgotten, as did I, that Huxley first 
used the term ‘‘agnostic.’’ The atheist and the 
fundamentalist were alike anathema to him, 
alike priests of Baal, devoid of the spirit of truth 
vivified by reason weighing evidence. 

They were all humanists. They fought for 
humanity at different times and with some- 
what different weapons and methods. To all 
we are deeply indebted. 

I am tempted to touch on Huxley’s views on 
medical education. In a letter to Professor Ray 
Lankester in 1892 he says,— 


‘‘The mediaeval university looked back- 
wards: 

‘‘The modern university looks forward, 
and is a factory of new knowledge: its pro- 
fessors have to be at the top of the wave 
of progress. Research and criticism must 
be the breath of their nostrils; laboratory 
work the main business of the scientific 
student; books his main helpers. 

‘*The lecture, however, in the hands of an 
able man will still have the utmost impor- 
tance in stimulating and giving facts and 


| States. His first visit to this country was in 


principles their proper relative promi- 
nence.’’ 

‘‘Our side has been too apt to look upon 
medical schools as feeders for Science. They 
have been so, but to their detriment as med- 
ical schools. And now that so many oppor- 
tunities for purely scientific training are 
afforded, there is no reason they should re- 
main so. 


‘‘The problem of the Medical University 
is to make an average man into a good prac- 
tical doctor before he is twenty-two, and 
with not more expense than can be afforded 
by the class from which doctors are re- 
eruited, or than will be rewarded by the 
prospect of an income of £400 to £500 a 
year. 


‘*TIt is not right to sacrifice such men, and 
the public on whom they practise, for the 
prospect of making 1 per cent of medical 
students into men of science.’’ 


Note the date, 1892; that he has British med- 
ical education in mind; that even today an 
A.B. degree or its equivalent is not required in 
England as a door to the study of medicine. An 
income of £400 or £500 a year in England in ’92 
did, not differ I suppose very greatly from the 
average income of our practitioners at that date. 
Today, a third of a century later, Huxley prob- 
ably would have expressed himself differently. 


In an undated draft in his own handwriting, 
probably 1892, he says,— 


‘“The modern knows that the only source 
of real knowledge lies in the application of 
scientific methods of inquiry to the ascer- 
tainment of the facts of existence; that the 
ascertainable is infinitely greater than the 
ascertained, and that the chief business of 
the teacher is not so much to make scholars 
as to train pioneers.’’ 


Huxley called a class of modern poetry ‘‘sen- 
suous caterwauling.’’ It seems to me that today 
one might venture to label some of the poetry— 
Heaven save the mark !—and fiction of late years 
as mental masturbation. 

Cushing’s Osler, Huxley’s Life and Letters, © 
Lay Sermons and Addresses, ete., and Atlay’s 
Life of Acland are good medicine for any medico 


| anywhere, at any season. The former will take 


eare of itself. I hope that some of your readers 

may find the two latter as salutary and palata- 
ble as has 

Yours Sincerely, | 

F. C. SHartruck. 


P. S. Since writing the above I have read 
with admiration a letter addressed, in 1879, to 
the Trustees of the Johns Hopkins University 
during Acland’s second visit to the United 


1860 as Physician to the Prince of Wales. He 
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was deeply interested in the Johns Hopkins as 
a new departure in medical and university ed- 
ucation, and was asked by the Trustees to give 
his impressions in an address at the opening of 
the session of ’79. Indisposition prevented, and, 
at the request of the Trustees, he wrote this 
thirteen page 8vo. letter, printed in pamphlet 
form by the Trustees. It must be very rare, only 
two copies in the Johns Hopkins libraries. I hope 
it may be reprinted. It is replete with knowl- 
edge and wisdom, serviceable today, nearly half 
a century after its birth, to all directors of 
medical education. 


REPORTING ATTENDANCE BY CHRISTIAN 
SCIENCE PRACTITIONERS 


September 10, 1925. 


Editor, Boston Medical and Surgical Journal: 

I note with marked interest the article having 
to do with the attitude of the management of the 
Christian(?) Science(?) Monitor—the word monitor 
means to warn—so this journal would seem to be 
doing just the opposite in the matter of smallpox— 
since it encourages the spread of such disease! 

However, the same is true toward pathology in 
general—with possibly the exceptions met with in 
cases of fractures and dislocations; hepatic and renal 
colic, and such conditions as are characterized by 
severe pain. Very recently the writer was summoned 
to see a woman suffering from the pain associated 
with an acute attack of gastro-intestinal toxaemia, 
with marked distension. On her pillow lay an open 
copy of the Eddy Bible which the victim had been 
hastily perusing in her search for such paragraph 
as might cover the condition in question! It should 
be made incumbent upon all medical men, when filing 
death reports in cases where Christian Science prac- 
titioners have been in attendance, to specify as con- 
tributing cause the pseudo-science in question. 

Fraternally yours, 
JAMES BROWN THORNTON. 


P. S. Vis medicatrix naturae is a terra incognita 
to the ignis fatuus of the Eddy Cult. 


A DISCLAIMER 


City of Columbus, Ohio 
Board of Health 


September 25, 1925. 


Editor, Boston Medical and Surgical Journal: 

After receiving a clipping of the JournaL from 
Dr. Baldwin and later a copy of the same issue of 
it seems as if.a statement ought to be 
made. 

No letters came to me from Dr. Woodward. Cer- 
tainly no statement has been made by me that small- 
pox is a minor disease here. Smallpox has continued 
to thrive here and elsewhere among unvaccinated 
persons. 


Columbus had 26 cases in 1919 with one death 
70 66 “ 20 no 


246 “ 1925 “ “ to date 


We have had to do more work to keep this disease 
in check than anyone unfamiliar with smallpox can 
realize. Massachusetts ought to be proud of the situ- 
ation as it exists there. 


In our attempt to have all school children and 
industrial workers vaccinated about a year ago we 
found that lack of State authority limited our power 
in this particular field. In supporting the school 
physicians in their campaign to have all school chil- 
dren vaccinated the anti-vaccinationists filed charges 
of malfeasance in office against us and in their meet- 
ings held from time to time plans of “getting” the 
Health Officer were freely and openly discussed. It 
was a little satisfaction to have two members of the 
anti society develop smallpox of a severe but not 
fatal form. 

I hope Ohio and other States may some day have 
as little smallpox as Massachusetts has and we will 
have only when a similar law is adopted making 
vaccination compulsory. 

Very truly, 

JAMES A. BEER, M.D., 
Health Commissioner. 


Note:—Letters were mailed by me to the health 


officers of five cities. Four replied. A second letter 
was then mailed to Columbus, calling attention to 
the first communication. Neither of these letters 
came back to me as they should have done if unde- 
liverable. I am pleased to know that Dr. Beer did 


not make the statement attributed to him. I never | 


supposed that he did. 
SAMUEL B. Woopwarb. 


SMALLPOX IN AUSTRALIA 


Mr. Editor: 

The Christian Science Monitor and Mr. H. D Nunn, 
General Counsel of the Medical Liberty League, Inc. 
(not the American Medical Liberty League, please), 
can between them provide instruction, amusement 
and occupation for one much younger, more agile and 
less busy than the writer of this letter. Having dis- 
covered that there is little or no smallpox in the 
United States—despite reports of thousands of cases 
each and every year, epidemics in Wisconsin, Min- 
nesota, Missouri and other States, 40 cases in Los 
Angeles “not considered unusual.” the statement of 
the Health Bulletin of the League of Nations that we 
had in 1924 “more than any other country” in the 


| civilized world, etc., etc.—both, one possibly incited 


by the other, have recently joyfully asked why 
Queensland, unvaccinated as it confessedly is, has 
so little smallpox to report. 

Knowing that there must be a reason and being 
an earnest seeker for the truth no matter who is hit, 
I sent a circular letter to the health authorities of 
distant Australia, and, having received replies from 
the Secretaries of the Health Boards of Victoria, New 
South Wales and Queensland, beg you for a little 
space to make clear the attitude of Sydney, Brisbane 
and Melbourne on smallpox, vaccination and similar 
afflictions. 

The @. 8. M. in an editorial some months since 
called on those who advocated this medical procedure 
(vaccination) to make such statistics as it presented 
as public as the figures which “they are so fond of 
forcing upon the people’s notice.” The statistics were 
that “in the whole 134 years of Australian history 
not one-fifth of the children born have been subjected 
to vaccination,” that specifically “Queensland is to 
all intents and purposes a totally unvaccinated State” 
and that “it is said that it has only experienced one 
‘epidemic’ and that was in 1892, when a well vacci- 
nated quarantine official came down with the disease 
on shipboard.” These are not what are usually called 
statistics, but let that pass. 

Mr. Nunn finds in the “United States Public Health 
Service Report for August 14, 1925,” that between 
“1909-1923 60 vessels arrived at Australian ports with 
smallpox cases on board and 40 more which had either 
discharged passengers with smallpox at overseas 
ports, buried at sea persons who had passed on of 
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smallpox, had smallpox developed en route between 
domestic ports, or been quarantined on suspicion of 
having smallpox on board.” From this he concludes 
that “all that could have saved Australia from such 
a situation would have been rigidly enforced vaccina- 
tion and revaccination, but that New South Wales 
had but 2,400 cases, Victoria 9, Queensland 5. South 
Australia 1, West Australia 7, Tasmania 0.” (Says he) 
“There was no lack of opportunity for smallpox to 
gain a footing, there was no vaccination worth men- 
tioning, yet Australia was during the period under 
consideration probaBly the freest from smallpox of 
all the countries of the world.” | 
Passing over the quarantine officer who was so 
thoroughly vaccinated that he came down with small- 
pox, even though his contemporaries were not and 
did not, and confessing that I know nothing about 
Australian smallpox before 1857, when the ship “Com- 
modore Perry” was responsible for 16 cases and 4 
deaths, I wish to say that it is true that Australia 
is a very imperfectly vaccinated country. it is true 
that the smallpox incidence is in general extremely 
low. It is even true that despite the unvaccinated 
population smallpox has never gotten the hold in 
Australia that it has in the United States and that 
there is practically at the present day no smallpox 
there. It is also true that Australia is an island— 
a large island to be sure, but still an island. It is 
true that if there is no smallpox in an island it can 
only reach it by ship or airplane; wireless and radio 
transportation being as yet inefficient. It is true 
that if quarautine is effective, all suspects and con- 
tacts vaccinated in an island, whose nearest neigh- 
bors are far enough away for the incubation period 
of smallpox to almost invariably pass before those 
embarking from foreign ports reach the health offi- 
cers of its quarantine stations. It is true, I say, that 
such an island, so protected, can defy smallpox de- 
spite its generally unvaccinated population. Australia 
lives in a glass house, but it is safe so long as its 
walls hold. That they do not always suffice is shown 
by Mr. Nunn’s own figures for New South Wales, 
2,400 cases since 1909, 1,073 of them in one year. 
Twenty-four hundred cases is, man for man, 24 times 


as many as Massachusetts accumulated during the, 


same period. Massachusetts, surrounded by smallpox, 
"8 not an island, is unquarantined against its neigh- 
ors. 

That quarantine of unyaccinated population is 
not enough was shown in SPW hen the “Commodore 
Perry” was responsible for 16 cases and 4 deaths; 
in 1866-1868 and 1869, when the “Tornado” and the 
“Avondale” fathered 48 cases and 10 deaths; in 1872, 
when from the “Nebraska” came 10 cases and 3 
deaths, all in one family. Smallpox existed in Mel- 
bourne from April, 1884, to April, 1885—source at- 
tributed to the ship “Rome,” but evidence inconclu- 
sive—56 cases and 6 deaths. In 1895 the “Clen Curry” 
and in 1903 the “Graccus” made trouble. In 1914, 
with an epidemic in Sydney, Melbourne escaped, and 
it has had no reported case since 1921, when there 
were 11, attributed, perhaps doubtfully, to the ship 
“Graccus.” 

Does: anyone suppose that in the presence of small- 
pox on these and other occasions vaccination was not 
at once resorted to, or that the actions of the Austra- 
lian health officers differ from those of similar offi- 
cials in other countries? 

Mr. Nunn and the @. 8. M. conclude that the Aus. 
tralian facts “lead inevitably to the conclusion that 
a reasonably well-nourished, clean-living community 
has little reason to be apprehensive of smallpox after 
discarding the practice of vaccination.” 

Australia is far from discarding the practice of 
vaccination. Australia is alert and resorts to vac- 
cination on the first sign of the appearance of small- 
pox. What says T. H. Neely, Secretary of the Direc- 
tor-General of Public Health of New South Wales? 

The major portion of the population is not protected 


by vaccination. Whenever smallpox occurs, vaccina- 
tion depots are opened. Both interstate and intra- 
state travellers have been compelled to produce a 
certificate of successful vaccination or of having been 
vaccinated within recent years.” ' Did we ever do 
anything as drastic here? “Contacts of cases are 
quarantined for 18 days unless they undergo or pro- 
duc evidence of successful vaccination.” “in short, 
vaccination is the main line of defense in controlling 
the disease.” “Immigration is controlled by the Com- 
monwealth Government. Very careful attention is 
paid to the possibility of introducing smallpox, par- 
ticularly from the East.” “As most shipping routes 
to Australia, except from certain parts of the East, 
require a period of travel longer than or closely 
approximating to the incubation period of the dis- 
ease, we are in a position to discover in most cases 
any evidence of the disease.” “Rigid maritime quar- 
antine is enforced whenever necessary and vaccina- 
tion utilized as mentioned in connection with con- 
tacts in this State.” R. H. Marsh, Acting Secretary 
in Brisbane, speaking for Queensland, says that vac- 
cination is provided for in the Queensland Health 
Acts, but has to be proclaimed in force by the Gov- 
ernor and Council, which is only done when a small- 
pox scare occurs, and this is seldom. In 1913 when 
there was smallpox in Sydney some 30,000 people 
were vaccinated, a mere handful, the population be- 
ing 834,894. The Commissioner thinks conditions 
very unsatisfactory with smallpox all the year found 
in the East and but a week from their seaboard. 
In Victoria in 1913 again about 40 per cent. of the 
population were vaccinated, also all soldiers who 
served in the Australian Imperial Forces, so that 
the Commissioner in Melbourne thinks that a large 
proportion of the adult population is protected. 

Vaccination of all contacts has fairly well protected 
Austraiia thus far. Vaccination of all contacts has 
ended eventually every epidemic in-this. as well as 
in other countries. . 

Queensland is brought forward as the shining ex- 
ample of the benefits of not being vaccinated. Queens- 
land in 1914, with an epidemic in Sydney, 400 
miles from her nearest boundary, proclaimed that 
city as a quarantined area, public vaccination de- 
pots were established in the principal centers, the 
Epidemic Disease Regulations were made applicable 
to the whole State, the public freely availed them- 
selves of vaccination, the depots were rushed and at 
times the crowds awaiting vaccination became so 
unwieldy that the services of the police had to be 
requisitioned, the staff of the Department of Health 
was kept going at high pressure, the main gateways 
of the State were closely guarded by stationing offi- 
cers at the border as well as by keeping a close sur- 
veillance over traffic arriving by sea, passengers be- 
ing compelled to produce vaccination certificates and 
to report to a central depot at fixed periods. Never- 
theless smallpox gained a footing in the southern | 
part of the State. Thére were five cases, fortunately 
of the mild type.* Queensland evidently does not 
depend in times of emergency on clean living and 
sanitation to protect herself from smallpox, but, as 
do all other countries, recognizes the fact that in our — 
present stage of knowledge vaccination, and vaccina- 
tion alone, is our protection against *" » ravages of 
perhaps the filthiest, certainly one of ue most fatal, 
of all known diseases, namely, smallpox. 

SAMUEL B. Woopwarp. 

*Annual Report State Board of Health, 1914. 


SCARLET FEVER ANTITOXIN 


The Commonwealth of Massachusetts 
Department of Public Health 
October 8, 1926. 
Editor, Boston Medical and Surgical Journal: 
The Department is now prepared to distribute scar- 
let fever streptococcus antitoxin to the physicians 
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and hospitals of the Commonwealth. This antitoxin 
is prepared at the Antitoxin and Vaccine Laboratory 
by the method of Dochez and is supplied only in the 
concentrated form, The package will consist of a 
vial containing one minimum therapeutic dose of 
antitoxin with directions for its use. We recommend 
that this antitoxin be used only in the moderately 


severe and severe cases of scarlet fever, and we re- 


quest that each physician using this serum will send 
to this Department complete reports of all cases 
treated with this product. 

Until a more adequate supply is available, this 
product will not be sent to all distributing stations, 
but can be obtained upon application to the State 
Department of Public Health at the State House 
(Haymarket 4600, Line 38), or at the Antitoxin and 
Vaccine Laboratory (Jamaica 4127), and at the Bos- 
ton City Department of Health, City Hall Annex 
(Congress 5100). Other distributing stations will be 
announced later. 

This antitoxin, as in the case of all other biologic 
products distributed by the Commonwealth, will be 
supplied free of charge to physicians and hospitals 
within the State. 

Thank you for extending to us the courtesy of your 
columns for this announcement. 

Yours truly, 
Georce H. BicELtow, M.D., 


Acting as Comnvissioner. 


— 


MASSACHUSETTS DEPARTMENT OF PUBLIC 
HEALTH 


DISEASES REPORTED FOR THE WEEK ENDING 
OcToBER 3, 1925 


Anterior poliomyeli- 


Ophthalmia neonato- 


tis 7 rum 10 
Chickenpox 27 Pneumonia, lobar 28 
Diphtheria 84 Scarlet fever 94 

Dog-bite requiring Septic sore throat 1 

anti-rabic treat- Syphilis 45 

ment 5 Suppurative conjunc- 
Encephalitis lethar- tivitis 10 

gica 2 Tetanus 1 
Epidemic cerebrospi- Trachoma 2 

nal meningitis - 1 Tuberculosis, pulmo- 
German measles 6 nary 81 
Gonorrhea 142 Tuberculosis, other 
Influenza 1 orms s 
Malaria 1 Tuberculosis, hilum 1 
Measles 130 Typhoid 17 
Mumps 13 Whooping cough 150 


CONNECTICUT DEPARTMENT OF HEALTH 


Morsipity REPORT FOR THE WEEK ENDING 
SEPTEMBER 26, 1925 


Diphtheria 14 Bronchopneumonia 7 
Last week Chickenpox 3 

Diphtheria bacilli Influenza 1 
carriers 4 Mumps 1 

Scarlet fever 15 Pneumonia, lobar 8 
Last week 14 Poliomyelitis 2 

Typhoid fever 11 Tuberculosis, pulmo- 
Last week 18 nary 

Measles 8 Tuberculosis, other 
Last week 12 forms 2 

Whooping cough 44 Gonorrhea 20 
Last week 109 Syphilis 50 

NEWS ITEMS 


NEWS ITEMS FROM THE HARVARD MEDICAL 
SCHOOL—Harvard Medical School opened on Sep- 
tember 28 with an enrolment of 507 students. A re- 
ception was held for the students on Wednesday, 


September 30, under the auspices of the Phillips 
Brooks House Association. President Lowell and 
Dean Edsall addressed the students on various as- 
pects of the medical profession and medical educa- 
tion. Assistant Dean Hale spoke on the history of 
the Harvard Medical School. After these addresses 
all adjourned to the students’ recreation room for a 
social hour. 

This year for the first time compulsory medical 
examination of students has been instituted at Har- 
vard Medical School. The examinations are carried 
out at the Deaconess Hospital under the supervision 
of Dr. Roger I. Lee. 

Dr. Hallowell Davis, of the Physiology Depart- 
ment, has been appointed adviser to pre-medical 
students in Harvard University. The purpose of 
this new office is to help students in planning their 
pre-medical work. 

Harvard School of Public Health opened on Sep- 
tember 28 with an enrolment of 31 students. 
Courses in Epidemiology, Physiology, Ventilation, I]- 
lumination, Bio-mathematics, and Sanitary Engineer- 
ing started on this date. , 

The following appointments have been made iu 
the School of Public Health: : 

Dr. Reg. A. Atwater, Instructor in Epidemiology. 

Dr. Carlos Chagas, Lecturer in Tropical Medicine. 

Dr. L. R. Cleveland, Assistant Professor of Proto- 
zoology. 

Wm. E. Deeks, Lecturer in Tropical Medicine. 

Dr. Francis B. Grinnell, Instructor in Bacteriology. 

Dr. A. A. Hornor, Assistant in Tropical Medicine. 

Dr. John L. Lewis, Assistant in Vital Statistics. 

Dr. Fred W. Morse, Jr., Assistant in Bacteriology 
and Immunology. 

Ps Noel G. Monroe, Assistant in Industrial Medi- 
ne. 

Dr. Halstead G. Murray, Assistant in Industrial 
Medicine. 

a Dwight L. Sisco, Assistant in Industrial Medi- 

cine. 

OP es Alexander H. Rice, Lecturer in Tropical Med- 
ne. 


NEWS ITEMS FROM TUFTS COLLEGE MEDI- 
CAL SCHOOL—Tufts College Medical School opened 
September 16 with the following enrollment: Fourth 
year, 110; third year, 114; second year, 120; first 
year, 146; total, 490. 

There were over 600 applicants for admission to 
the freshman class. 

A reception was given by the faculty to the fresh- 
man class, Monday, September 28, at which Dr. Stone, 
President of the Massachusetts Medical Society, gave 
an interesting talk. 

Dr. M. H. Rogers has been appointed head of the 
Department of Orthopedic Surgery. 

Dr. C. F. Painter has been appointed head of the 
Department of the History of Medicine. 


GIFTS TO THE HARVARD MEDICAL SCHOOL— 
The General Education Board, Rockefeller Founda- 
tion, has made a gift of $350,000 for neurological 
teaching and research. This amount‘is to be added 
to the approximately similar amount employed by 
the university for this purpose and it is to be used 
in connection with the work at the Boston City Hos- 
pital as the new buildings there are developed. The 
work is to be under the charge of Dr. Stanley Cobb. 

Dr. William Hunter Workman has given $25,000, 
the income to be used in assisting one cr more 
needy and deserving graduates of the Harvard Medi- 
cal School annually to pursue post-graduate studies 
in medicine in this country or abroad: The fund is 
to "7 known as the Wiliiam Hunter Workman Schol- 
arship. 
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NOTICE | 
CAMERON PRIZE LECTURES 

AccoRDING to an announcement in the Brit- 
ish medical weeklies, Dr Harvey Cushing will 
give the Cameron-Prize Lectures at the Univer- 
sity of Edinburgh during the week of October 
18th. His subjects, as announced, are: 

I. The Third Circulation. 
Il. The 
Know tt. 

Ill. Intracranial Tumours and the Surgeon. 

The following statement regarding this foun- 
dation oceurs in the Edinburgh University 
Catalogue : 

CAMERON PRIZE 

This Prize was founded in 1878 by the late 
Dr. Andrew Robertson Cameron, of Richmond, 
New South Wales, with a sum of £2000. The 
regulations were remodelled by the Education- 
al Endowments (Scotland) Commission, and 
the annual proceeds, which, after defraying the 
necessary expenses, amount to about £200, may 
be awarded annually to a person who, in the 
course of the five years immediately preceding, 
has made any highly important and valuable 
addition to Practical Therapeuties. It shall 
be in the power of the Senatus to require the 
person to whom the Prize is to be awarded, as a 
condition of his receiving it, to deliver a lec- 
ture or course of lectures on the addition to 
Practical Therapeutics so made by him, or to 
publish an account of such addition in such 
manner as the Senatus may prescribe. The 
Prize will not be awarded if, in the opinion of 
the Senatus, no addition to Practical Thera- 
peuties has been made within the said period of 
five years of sufficient importance and value to 
justify the awarding of the Prize. The Prize 
is awarded at the Graduation Ceremonial in 
July. See Remodelled Regulations, p. 497 of 
Calendar for 1888-89. 

1889, Monsieur Pasteur; 1890, Sir Joseph 
Lister, Bart.; 1891, Professor David Ferrier ; 
1898, Professor V. A. H. Horsley; 1895, Pro 
fessor Behring ; 1896, Professor Macewen ; 1897, 
Professor Thomas R. Fraser; 1898, Dr. Sydney 
Monckton Copeman; 1899, Major David Bruce, 
R. A. M. C.; 1900, W. M. Haffkene, 0. I. E.; 
_ 1901, Patrick Manson, C. M. G.; 1902, Major 
Ronald Ross, C. B.; 1904, Professor Niels R. 
Finsen ; 1910, Professor August Bier; 1911, Dr. 
Simon Flexner, New York; 1914, Professor 
Paul Ehrlich; 1915, Sir Lauder Brunton, Bart., 
M.D.; 1920, "Sir Robert Jones, K.B.E., CB., 
FR.GS. (Eng. and Edin.) ; 1921, J. J. B. V. 
Bordet ; 1922, Professor F. G. Hopkins ; 1923, 
Professor J. J. R. Macleod. 


REPORTS AND NOTICES OF 
MEETINGS 


THE BERKSHIRE Disraror will hold a regular 
meeting November 9, 1925, at which there will 


Glandula Pituitaria as we now| 


be a symposium on anesthesia. Dr. Babcock of 
Philadelphia, Dr. Gwathmey and Dr. Labat of 


|New York will cover the various’ phases of this 


most extensive subject.. The Berkshire Destat 
Society will be invited to attend. 


CITY OF BOSTON HEALTH DEPARTMENT 
Unit, 17 Biossom Sr. 


October 10, 1925. 

THE next meeting of the West End Neigkbor- 
hood Conference will be held at the Health Unit, 
17 Blossom Street, Friday, October 16, 1925, at 
3:45 P. M. Miss Lou Lombard, Consultant in 
Nutrition of the State Department of Health, 
will speak on ‘‘Nutrition in the Day’s Work.”’ 

Miss Lombard has been carrying on some very © 
intensive work for the State Department of 
Health and the subject matter of her paper is - 
of great interest to all health and welfare 
workers. 

This is the first meeting of the fall season and 
plans for a program for the coming year will be 
discussed freely. 

Please manifest your interest in the work of 
the district and the West End Neighborhood 
Conference by attending this meeting. 

Very truly yours, 
CHaARLEs F. Wiuinsky, M.D., 
Secretary, 
. West End Neighborhood Conference. 


CENSORS’ MEETING 


The censors of the Suffolk District Medical 
Society will meet for the examination of can- 
didates at the Medical Library, No. 8 The Fen- 
way, Thursday, November Sth, 1925, at 4.00 
o’clock. 

Candidates should make personal application 
to the Acting Secretary, and present their med- 
ical diploma at least one week before the exam- 
ination. Ricuarp H. MILLER, 

Acting Secretary. 

270 Commonwealth Avenue. 


THE BOSTON DISPENSARY 
25 BENNET STREET 


AT a meeting of the Clinical Staff of the Bos- 
ton Dispensary, to be held Tuesday, . October 
20th, 1925, at 1:00 P. M., Dr. Francis D. Dono- 
ghue, Medical Adviser, Industrial Accident 
Board, State House, Boston, will speak on the 
subject : 

“Industrial Aceident and Health activi: 
ties. The part the dispensary and out-pa- . 
tient department ean play in the successful 
working out of the general purpose of such 
enactments.’ 

Anyone desirous of attending this sisi 
will be invited on application to the Secretary. 
of the Medical Staff. 

BEenJamMin E. Woop, M.D., 
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MASSACHUSETTS GENERAL HOSPITAL 
CLINICAL MEETING 


A Clinical Meeting will be held on Thursday 
evening, October 22, at 8:15, in the Administra- 
tion Building, Massachusetts General Hospital, 
Fruit Street. 

PROGRAM 


1. Demonstration of Ward Cases—Members 
of the House Staff. 

2. An Unusual| Case of Peptic Uleer—Dr. 
Arlie Bock. 

3. Continental Surgical Clinies—Dr. D. F. 
Jones, Dr. E. P. Richardson. - 

Clinical meetings will be held thereafter on 
the second Thursday of each month throughout 
the winter and spring. A cordial invitation to 
attend these meetings is extended to physicians, 
medical students and nurses. 

CoMMITTEE ON HospiTat MEETINGS. 


THE ANNUAL MEETING OF THE NEW 
ENGLAND SURGICAL SOCIETY 


THe Annual Meeting of the New England 
Surgical Society was held at Springfield, Octo- 
ber 2nd and 3rd. The members began to arrive 
on the evening of October 1st and the Executive 
Committee were entertained at dinner at the 
Hotel Kimball that evening by the Committee of 
Arrangements, following which their usual 
meeting was held. : 

In the morning the members gathered in the 
operating rooms of the Springfield Hospital 
where Dr. Ralph H. Seelye resected a portion of 
the caecum for a large tumor which was thought 
to be tubercular and for which a colostomy had 
previously been performed. Dr. Dudley Carle- 
ton excised a large fecal fistula, the course of 
which ‘was demonstrated by the x-ray and 
barium. 


Dr. Frederick B. Sweet in the Chapin Me-|- 


morial Building, removed a large ovarian cyst 
which was not only attached very properly to 
the broad ligament but seemed to be attached to 
every other structure in the abdomen as well. 
Dr. Sweet handled the sifuation with great skill 
and celerity. 

At 10.30 the members adjourned to the very 
atttractive living room of the nurses home where 
the following cases were reported or shown: 


By Dr. Kilburn: 

1. A rupture of the deep urethra coincident 
with a fractured pelvis with extravasation of 
urine into the suprapubic space. This was later 
operated on by Dr. John H. Cunningham who 
did a reconstruction operation and who reported 
on this at the invitation of Dr. Kilburn. 

2. Anomalies of the Urinary Tract. (1) A 
kink of the ureter following nephropexy. (2) 
A kink of the ureter on whom previous abdom- 
inal operations had been performed for appen- 
dectomy and adhesions without relief. 


By Dr. Hagler: | 

1. A healed abscess of the tongue, interesting 
for its rarity. 

2. An interesting case of ruptured uterus 
during labor, upon which an emergency Cae- 
sarean Section was performed procuring a live 
baby, followed by a hysterectomy. 

3. A case of congenital wry neck. 

4. A case of simultaneous duodenal and je- 
junal ulcers. 


By Dr. Benner: 

1. A second perforation of a gastric ulcer in 
the same patient with a gastro-enterostomy the 
second time. 

2. Septicemia following abortion, remarka- 
ble for its high temperature of 107 to 108, with 
recovery. 


By Dr. Seelye: 

Dupuytren Contraction with multiple opera- 
tions over many years with final excellent re- 
sults. 


By Dr. Rice: 
Several interesting cases of Reconstructipn 
Surgery of the hand. 


By Dr. Sweet: 


Six patients operated on for cancer of the 
large bowel. 


By Dr. Seamen: 
1. Two eases, sisters, with dilated ureters, 


one from stone, one probably from single kidney. 
2. Pvonephrosis with large stone (4x14 in.). 


By Dr. Ober: 


Dr. Ober showed an interesting simple hy- 
draulic Aspirator and Air Compressor for suc- 
tion and forced air. 


By Dr. Schillander : 


An Echonoccus Cyst of the liver and a gun 
shot wound of the liver, both shown for the 
considerable loss of liver substance in each with 
recovery. 


By Dr. Gilchrist : 


_ An unusual case of enormous pouching of the 
jejunum following a gastro-enterostomy. 


By Dr. Hopkins: 

Five interesting gall bladder cases, one of 
which was a traumatic dissection of the gall 
bladder from the liver so that at operation the 
gall bladder was found hanging by the common 
duct and cystic artery. 


By Dr. Wheat: 


Semilunar dislocations. Open reduction 
Hibb’s operation 3 


Multiple Osteotomy 

Hoke’s operation 
Volkmann’s Paralysis 
Congenital dislocation of hip. 


Osteomyelitis of Tibia, Fibula, and Scapula 
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By Dr. Ober: ranged with the guest table along one side and 


A ease of Paget’s Disease. 


By Dr. Carleton: 

1. Mass Bone Graft (2 cases) 

2, Paralytie Club Feet in adults (2 cases) 

8. Exostoses of Tarsal Seaphoid (3 cases) 

4. Pneumococeus Spondylitis in Adults (2 
cases ) 

5. Traumatic Osteomyelitis 

Gun shot wound of thigh with neuritis 

and gas bacillus infection. 


The enumeration of the above cases does not 
begin to tell the story of this most interesting 


_ morning. 


At 1 o’clock, at the invitation of the Trustees 
v* the Springfield Hospital, lunch was served 
in the corridors, and an opportunity was given 
for the members to renew old acquaintances. 

At 2 P. M. the Scientific Session was held in 
the Assembly Hall and the folowing cases were 
read: 

1. Lessons from Two Operative Fatalities. 
Farrar Cobb, M.D., Boston, Mass. 

2. Massive Atelectasis as a Complication in 
Surgical Conditions. Report of Two Cases. Ern- 
est L. Hunt, M.D., Worcester, Mass. 2 

3. Discussion opened by Wyman Whitte- 
more, M.D., Boston, Mass. 

3. A ease of Retroperitoneal Cyst. J. D. Bar- 
ney, M.D., Boston, Mass. 

4. Report of a Case of Volkmann’s Contrac- 
ture Involving the Pronator Quadratus. J. S. 
Stone, M.D., Boston, Mass. 

5. The Study of Some Tumors of the Kidney. 
A. L. Chute, M.D., Boston, Mass. 

6.: Intercostal Drainage in the Treatment of 
Empyema. D. C. Patterson, M.D., Bridgeport, 
Conn. 

Discussion opened by Wiliam F. Verdi, M.D., 
New Haven, Conn., and Alfred M. Rowley, M.D., 
Hartford, Conn. 

7. The Fracture Committee of the American 
College of Surgeons. C. L. Scudder, M.D., Bos- 
ton, Mass. 

Discussion opened by Frederic J. Cotton, 
M.D., Boston, Mass. : 

These cases were thoroughly discussed with 
great interest. 

At 4 o’clock the members were taken in auto- 
mobiles to the Springfield Country Club where 
tea was served to both members and their ladies. 
Although the day was rather inclement, an 
idea at least, could be gained of the beautiful 
view of the Connecticut River Valley from this 
attractive Clubhouse situated on a height of land 
a short distance back from the river. 

At 7 o’clock the members again assembled, 
this time at the Longmeadow Country Club, a 
comparatively new organization on the Spring- 
field side of the river, where the Annual Dinner 
was held. Sixty-six members were present. The 
Dining Room with its vaulted ceiling, was ar- 


small tabes for six or eight throughout. the rest 
of the room. | 

The President, Dr. John W. Keefe, presided, 
and after a delicious dinner, he delivered the 
Presidential Address. There were no other 
speakers. 

Saturday morning Dr. Mahoney held an op- 
erative clinic at the Mercy Hospital, performing 
a pan-hysterectomy for cancer of the uterus and 
a gastro-enterostomy for pyloric stenosis. 

At 10.30 a dry clinic was held at which Dr. 
Naurison read a comprehensive paper upon the 
relation of organic heart disease to surgery, Dr. 
Wilder showed two cases of diverticula of the 
bladder with plates, a case of so called car- 
buncle of the kidney which perhaps might be 
called a metastatic cortical abscess and an un- 
operated case of large renal caleulus. Dr. Ma- 
honey showed a case of glossitis of the tongue of 
unexplained origin; an abscess of the lung with . 
drainage by rib resection, with recovery; bone 
transplantation for fracture of both bones of the 
arm; double club feet with operation with ex- 
cellent results. 

At 12 o’clock cars were again taken for the 
Shriner’s Hospital for Crippled Children 
through which the members were shown by Mr. 
Hendy and the House Officers. This wonder- 
fully equipped hospital, complete in all respects, 
has been described in the JouRNAL before and is 
well worth a visit, particularly by those doctors 
interested in the orthopedic care of children. 

At 1 o’clock a most sumptuous lunch was 
served by the Sisters of Mercy Hospital in the 
Recreation Room of the Nurses’ Home, follow- 
ing which the Executive Session of the Society 
was held in the Assembly Hall, and after the 
usual routine business the following officers 
were elected : 

President, William H. Bradford, M.D., Port- 
land, Maine. 

Vice-President, Ralph H. Seelye, M.D., 
Springfield, Mass. 3 
s Secretary, Ernest A. Wells, M.D., Hartford, 

onn. 

Treasurer, Peer P. Johnson, M.D., Beverly, 


ass. 
Recorder, Walter G. Phippen, M.D., Salem, 
Mass... A 
It was announced that the next meeting would 
be held in Boston. 
The following new members were elected: 
Paul B. Swett, M.D., Hartford, Conn. 
Joseph Blake Drummond, M.D., Portland, 
Maine. | 
Philip P. Thompson, M.D., Portland, Maine. 
Edward Hammond Risley, M.D., Waterville, 
Maine. 
Clyde Leroy Deming, M.D., New Haven, Conn. 
Lindley Dobson, M.D., Presque Isle, Maine. 
In the afternoon the Seientific Session was 


\ 
\ \ 
| 
i 
| 
| 
| 
| 
| 
| 


756 EDITORIAL DEPARTMENT 


Boston M. & S. Journal: 
October 15, 1926) 


continued with the réading of the following 
papers, which were all-discussed at considerable 


length. 


8. Notes on Treatment of Surgical Diabetics. 
R. €. Cochrane, M.D., Boston, Mass. 

9. Todine in the Treatment of Exophthalmic 
Goitre. E. P. Richardson, M.D., Boston, Mass. 

10. Preparation of Patient for Anaesthesia. 
H. P. Stevens, M.D., Cambridge, Mass. 

11. Intestinal Obstruction. G. A. Moore, 
M.D., Brockton, Mass. 

Discussion opened by Carl M. Robinson, M.D., 
Portland, Maine. 

12. Torsion of Duodenum from Post-Opera- 
tive and Inflammatory Adhesions—with report 
of four eases. Dudley Carleton, M.D., Spring- 
field, Mass. | 

13. Gall-Bladder Surgery. W. C. Seelye, 
M.D., Worcester, Mass. 

14. Obstruction of the Common Bile Duct. 
P. E. Truesdale, M.D., Fall River, Mass. 

All these papers will appear in the JOURNAL 
in due season. 

About eighty members attended some or all 
of the meetings and all came away having thor- 
oughly enjoyed their two days’ stay in Spring- 
field and with a feeling of profound apprecia- 
tion and thanks for the entertainment provided 
by the Springfield Committee. 


THE BERKSHIRE DISTRICT MEDICAL SOCIETY 


Thursday evening, October 1, the Berkshire Dis- 
trict held a regular meeting at the Maplewood Hotel 
in Pittsfield. John J. Moorhead, M.D., Professor of 
Surgery at the New York Post-Graduate Medical 
School, spoke on “Treatment of Some Minor Inju- 
ries.” The subject was covered under the separate 
headings, Traumatic Wounds, Burns, Joints, Disloca- 
tions and Fractures. 


Moorhead feels that all traumatic. wounds are 
infected wounds and strongly favors the copious use 
of iodine 3i to saline solution Oi. This he injects 
into the wound and washes surface after cutting 
away all severely crushed tissues. He favors the 
ordinary rubber band as a drain and insists that all 
dressings should be wet, suds of castile or green soap 
being the favorites for soaking the dressings. 


All burns are wounds and should never be covered 
with oil or paraffin. Fresh air and sunshine or the 
use of two 50-watt electric lamps at a distance of 
twelve inches, and an electric fan, both in constant 
use, are his favorite methods of treatment. 

Sprains and strains about joints call for the aspi- 
ration of any accumulated fluids, adhesive strapping, 
massage and activation from the start. All but weight 
_ bearing is insisted on, and that is urged unless there 
is persistent pain following trial attempts. 

_ Dislocations and fractures should be reduced as 
early as possible in all cases. He says 50 per cent. 
of dislocations involve the shoulder, and his method 
of preference is to place patient prone on a table 
with arm hanging straight down over side, and, with 
ten pounds’ weight hung on wrist, the shoulder will 
reduce itself in a few minutes in most cases. His 
second preference is to put patient on floor and pull 
him up with arm straight. In the Kocher method 


the second move is the important one and any fur- 


‘ther moves are useless. In fractures he feels early 


and steady traction to be most essential. Early 
activation is important, and early massage and sun 
exposures help in most cases. 3 


Dr. Moorhead was very thorough in covering such 
a large field in one lecture and emphasized the essen- 
tials with apt illustrations, 


— 
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SOCIETY MEETINGS 
District MepicaL Socigrigs 


Essex North District Medical Society 


January 6, 1926—The semi-annual meeting at 
ve a 
Wednesday, May 5, 1926—The annual meeting at Lawrence. 


Npbpw ENGLAND StTaTe MEDICAL SOCIETIES 


The annual meetings of the New England State Medical Soci- 
eties are scheduled as follows: 
Vermont State Medical Society—St. Johnsbury, Oct. 15-16, 1925. 


Notices of meetings must reach the JouRNaL office on the 
Friday preceding the date of issue !n which they are to appear. 


BOOK REVIEW 


The Faith, the Falssty and the Failure of Chris- 
tian Science. By WoopsringE Ritey, Ph.D., 
FREDERICK W. Peasopy, LL.B., and CHARLES 
E. Humiston, M.D., Se.D. Revell Co., New 
York, 1925. 


This study of Christian Science by three 
well-known writers on the subject, a psycholo- 
gist, a lawyer and a physician, is a searching 
analysis of the facts relative to the founding, 
propagation and workings of this modern heal- 
ing cult. Dr. Riley brings forward the evi- 
dence of the origins of Christian Science, pay- 
ing special attention to Quimby, the real dis- 
coverer, and to Mrs Eddy, who, he considers, 
was definitely abnormal psychologically. Mr. 
Peabody, a Boston lawyer, long known for his 
pungent articles on the subject, takes a position, 
as he has in his previous works, that Christian 
Science is ‘‘a conscious imposition and delib- 
erate fraud of its founder and discoverer—de- 
void alike of religious truth and_ healing 
power.”’ 

Dr. Humiston, a professor of surgery, at the 
University of Illinois, tells a melancholy tale 
of the ‘‘cures’’ and failures of Christian 
Science, giving many medical histories of cases 
where the usual therapy was neglected. He 
summarizes his opinions in a few sentences as 
follows: ‘‘Christian Science is an assassin of 
humanity. It supplants surgery with sorcery 
and tender solicitude with brutal neglect. 
Christian Science is the advance agent of 
scourge and pestilence, the ally of smallpox and 
consumption, the confederate of appendicitis 
and typhoid fever, and the executioner for can- 
cer and intestinal obstruction.’’ Strong words, 
but not too strong, as many a physician and 
public health officer will testify. PEt 
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